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THE LONG FOX MEMORIAL LECTURE: 
DELIVERED IN THE PHYSIOLOGICAL LECTURE THEATRE OF THE 
UNIVERSITY ON OCTOBER 22ND, 1929, 

THOMAS LOVEDAY, LL.D., Vice-Chancellor of the University of Bristol, 


in the Chair. 


BY 


A. RENDLE Suort, M.D., F.R.C.S., 
Surgeon to the Bristol Royal Infirmary, 


ON 


TEN YEARS’ PROGRESS IN SURGICAL 
TREATMENT. 


I DESIRE to express the fullest and sincerest gratitude 
to those who have done me the honour to invite me to 
deliver the Long Fox Lecture, and also to those who 
have been good enough to form an audience. And 
this for two reasons. First, I heartily agree with 
a sentence which I heard fall from the lips of Lord 
Moynihan, that no honour which comes to a man is 


Vou. XLVI. No 174. 





244 Mr. A. RENDLE SHORT 


more acceptable than one that he receives from his 
own professional colleagues. The other reason is, that 
I am among the few who have a personal recollection 
of the great physician whom we gather to honour, 
and it is a very happy one. Soon after I joined the 
Bristol Medical School he invited me, with other 
‘“‘ freshers,” to his house up by Clifton Parish Church, 
and after coffee and cakes said a few words to express 
the hope that we would not only be good students, but 
that we would remember that character matters more 
than learning. It was the only occasion on which | 
saw him. He impressed me then, and since, as a 
splendid example of the best type of the Victorian 
physician. His writings show keen observation and 
wide scientific reading. One may know the man from 
a quotation on the front page of one of his books, 
in Greek from the Septuagint: “‘ Lo, these are parts 
of His ways, but how little a portion is heard of Him ?” 
It may not be known to ail present that he and his 
father and grandfather before him served the public of 
this city as physicians to the Bristol Royal Infirmary 
for nearly a century. The first Dr. Edward Long Fox 
was elected in 1786, and the one in whose memory 
this lectureship was founded held office from 1857 to 
1877. 

The remembrance of these doctors of a former 
generation turns our minds naturally to the differences 
in practice then and now, so the subject which I have 
chosen is “‘ Ten Years’ Progress in Surgical Treatment.” 
Ten years ago was the commencement of a new epoch. 
The war was over, the young members of the profession 
were taking up their permanent work, and fresh minds 
were to concentrate on the necessarily rather neglected 
problems of surgery in civil practice. Ever since the 
world demobilized there has been a voluminous output 
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of surgical literature, good, bad and indifferent. It 
seems desirable that from time to time some attempt 
should be made to separate the little wheat from the 
much chaff. That the ten years have seen real and 
remarkable advances is beyond all question. It would 
be tedious, nay, impossible, in the time at my disposal 
to give a bare catalogue of all that might well be 
called progress. Being compelled to make wholesale 
omission of much that others would have put in the 
forefront, I shall adopt the line of including only that 
which has proved to be of marked value and interest 
in my own experience. One or two examples may be 
quoted of new methods that promised well but do not 
seem likely to survive. It was advised, on the basis 
of animal experiments, to drain the thoracic duct in 
cases of peritonitis. This proved useless in practice. 
Some surgeons resected parts of the sympathetic chain 
of ganglia to alleviate hypertonus of the limbs. The 
benefit is not worth the trouble. Quite recently, how- 
ever, in the Mayo clinic, resection of sympathetic ganglia 
has been practised for megacolon (Hirschsprung’s 
disease), with very promising results. Dr. Long Fox 
would have been interested in this. He wrote a book 
on the sympathetic nervous system in disease. 

I think that the outstanding advances in surgery 
during this period may roughly be grouped under 
two heads. Chemistry and physics have not stood 
still whilst the healing arts are advancing, and they 
have contributed their quota. Real progress has been 
made by the use of colloid preparations, diathermy, 
fulguration, massive dosage with X-rays, improved 
X-ray diagnosis, especially in abdominal conditions, 
and, above all, radium therapy for cancer. In the 
second place, there has been a wider application of the 
most important principle that we must do the least 
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that will be effectual for a patient who is very ill. A 
sound man will survive heroic procedures which will be 
fatal when he is in an acutely toxic condition or pulled 
down by vomiting and starvation. We shall meet 
numerous examples of improved results by working on 
these lines. Better judgment of what to do for very sick 
people has saved more lives than the invention of new 
and drastic operations. The anesthetists must take 
the credit for some of this improvement. The use of 
gas and oxygen in abdominal cases, very light ether 
anesthesia, and the combination of morphia, novocain 
and an inhaled anesthetic have undoubtedly carried 
some patients through whose condition was so bad 
that they would scarcely have survived an old-fashioned 
ether or chloroform narcosis. It may be that the new 
spinal anesthetic, spinocain, will also prove to be of 
life-saving value. 

[ shall not on this occasion, tempting as it is, 
comment on the new methods of radium treatment for 
cancer, partly because it is too large and important 
a subject to dismiss in a brief space, and partly because 
our experience of it, though eminently satisfactory over 
a considerable number of cases, is very recent, all 
within the present year. Nor shall I include advances 
in the treatment of fractures, nor in orthopedic surgery. 

If I do not make reference to the important post- 
war contributions of Professor Hey Groves, it is not 
because I underrate their value, but because they 
lie in a department of surgery in which I have no 
special experience. 

It is very pleasant to record that some of the 
progress of surgery during the past ten years has been 
due to my colleagues at the Bristol Royal Infirmary. 
Until three years ago actinomycosis was a very grave 
disease. In 1907 I published a study of cases of 
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actinomycosis of the appendix, all of which died after 
a long, miserable ilness, and that has been the fate 
of some seen since. In 1926 Mr. Chitty, acting on 
a suggestion by Mr. A. L. Taylor, advocated the 
administration of iodine in milk, five or ten drops three 
times a day, and I can fully confirm its value. A 
patient of mine with actinomycosis of the jaw responded 
excellently to this treatment. We, in this district, 
should also be grateful to Mr. C. F. Walters for his 
introduction of mercurochrome for a variety of ailments. 
Its first and best value is for B. coli and other forms of 
pyelocystitis. It seems to have some power of ascending 
the ureter and acting even in the pelvis of the kidney, 
and we have seen numerous cases in which, after the 
introduction of an ounce of mercurochrome solution 
into the bladder, the temperature has come down 
and the frequency of micturition abated. A word of 
caution is necessary ; some patients are sensitive to 
it, and the first dose ought not to exceed } per cent., 
though | per cent. is the optimum therapeutic strength. 
Also, it is better not to repeat it more than once or 
twice a week. But it has other virtues besides its 
antiseptic effect in bladder cases. It can be given 
intravenously, one ounce of 1 per cent. solution, not 
boiled, for septiczemia, its high bactericidal power and 
low toxicity making it peculiarly suitable for this 
purpose. Last year it seemed to be life-saving in a 
public school-boy with a fulminating osteomyelitis of 


the iliac bone and pleuro-pericardial friction. I have 
seen other cases. It is also very useful for injured or 
infected joints, and for big lacerated wounds associated 


with compound fractures. 

Still dealing with general surgery, I believe the 
intravenous or intramuscular injection of 15 c.c. of 
30 per cent. sodium citrate solution, introduced in 
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1922 by Neuhof and Hirschfeld, is of great value in 
checking bleeding, such as hematemesis, or oozing 
after operations. It acts, as they showed by animal 
experiment and observations in man, by shortening 
the coagulation time of the blood, the maximum effect 
being reached in three hours and waning after twenty- 
four hours. It is effectual in jaundice, but not in 
hemophilia or purpura. It is well also to give 
hemoplastin, which has a delayed action and is more 
effectual after twenty-four hours. 

The researches of Professor Leriche on the nerves 
running in the walls of arteries are of great interest, 
and enable us to help some patients who were previously 
beyond our skill. I have used decortication of an 
artery in a small series of cases. It has been recom- 
mended for painful extremities associated with coldness 
and vascular paralysis ; one case did well, but another 
was not benefited and came to amputation. He had 
neuritis leading to a patchy gangrene of the foot. I 
have also tried alcohol injection of the arterial wall 
for incipient gangrene in senile cases; it has relieved 
the pain, but has not in my hands averted the necessity 
for amputation later. The theory, of course, is that 
the deep pain nerves run with the arteries rather than 
with the main nerve trunks. As soon as the artery is 
decorticated the vessel is seen to contract so tightly 
that almost no blood gets through ; after twenty-four 
hours it opens up widely. The method is advised for 
the relief of trophic ulcers, but I have not had occasion 
to use it. 

We have become awake to the fact, previously not 
recognized, that septic infections of the face and lips 
carry with them a serious danger to life. Two years 
ago I was asked to see a powerfully-built, athletic man 
of 21, who had had a pimple behind the ear for a couple 
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of days. It was quite small, rather sloughy, and 
there was a slightly enlarged lymphatic gland, but he 
looked very toxic. Next day he died. I have never 
seen a more tragic case, nor one in which there seemed. 
so little one could do. Two other of my patients within 
the last ten years have died from a similar cause. It 
is very bad practice to incise these infected swellings 
until there is a definite abscess. It is better to trust to 
fomentations, and when there is a raw surface Morison’s 
paste (desiccated magnesia 30 oz., glycerine 11 oz.) 
is a valuable application. Some German authorities 
inject the patient’s own blood around the swollen area. 
Reeder, and also Hamilton Bailey, advise, when the 
lesion is on the lip, that the angular vein should be 
tied at the side of the nose, to prevent infection of 
the orbit and intracranial cavity, but I have not had 
an opportunity of trying these measures in a really 
suitable case. 

One of the foremost advances of the last ten years, 
without doubt, relates to the work of Kanavel and 
others on infections of the hand. One shudders to 
think how ill these cases used to be treated. Some of 
the points, of course, are old ; some are new. We find 
here another application of the law to do the least that 
will be effective for the very acute case; when there 
is, as yet, no evidence of pus-formation in the finger 
but an angry red streak of lymphangitis runs up the 
arm, it is dangerous to incise. When pus is thought 
to be present, whether on the finger or in the hand, 
the method of opening must be deliberate, using a 
tourniquet so that we may see what we are doing, 
and an anesthetic so that there need be no hurry. 
If there is pus in a tendon sheath it must be followed 
up, and it is very necessary to know the exact line of 
incision which experience shows is most suitable in 
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each case. In particular, when the front of the wrist 
is involved, it is useless to make cuts over the flexor 
tendons ; they miss the pus and probably infect the 
sheaths. The incisions must be at the sides, just in 
front of and along the borders of the radius and ulna, 
so that the tendons may be approached from behind, 
The newer work shows that there are two fascial spaces 
deep in the palm, the mid-palmar space and the thenar 
space, behind the flexor tendons but in front of the 
metacarpals. When these contain pus it must be 
evacuated without damaging the tendon sheaths ; the 
thenar space from the outer side by an incision just in 
front of the second metacarpal, and the mid-palmar 
space through the webs of the inner fingers. In these 
cases the back of the hand is cedematous, and this 
has led to much fruitless incising, to the great detriment 
of the extensor tendons. 

Surgery of Thyroid Intoxication.—Not so many 
years ago the surgical treatment of exophthaimic goitre 
was looked upon as hazardous in the extreme. The 
earlier cases at the Infirmary nearly all dicd, sometimes 
with the most distressing symptoms of acute hyper- 
thyroidism. Several perished on the operating table. 
Nowadays our experience is that these cases can be 
operated on quite as safely as, shall we say, a gastric 
or duodenal ulcer, and more safely than an enlarged 
prostate, and also that they can with fair certainty 
be almost entirely, if not entirely, freed from their 
symptoms. In the years 1925 to 1928 I had an unbroken 
series of thirty-three operations for thyroid intoxication 
(twenty-three of exophthalmic goitre, ten of toxic 
adenoma) without a death. This year has been less 
fortunate. 

What are the improvements by which this great 
change for the better has been effected ? First, by a 
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better classification of the cases. There are two types, 
not sharply demarcated, but with all gradations between 
them : classical exophthalmic goitre or primary thyroid 
intoxication, and toxic adenoma or secondary thyroid 
intoxication. In the former the enlarged thyroid, 
nervousness, tremor, loss of weight, and tachycardia 
all come on together, the goitre is uniform, very soft 
and vascular at first and firm later. Exophthalmos is 
the rule. Operation is not indicated till the physician 
has had plenty of time to bring about a cure by rest, 
remedies and X-rays, but if there are still marked 
symptoms present after a year operation is generally 
indicated. We are tending to shorten this period as 
the safety and benefit of partial thyroidectomy become 
more manifest. In toxic adenoma or secondary thyroid 
intoxication there have been rounded adenomatous 
nodules in the gland for years causing no symptoms, 
then the above-mentioned signs of thyroid intoxication 
come on, but usually there is no exophthalmos. If 
neglected, hopeless damage to the heart muscle ensues. 
These patients should be operated on without delay, 
as natural recovery is improbable and a downward 
course is the rule. A good many patients whose main 
symptom is persistent tachycardia are found on 
careful search to have a small nodular thyroid adenoma, 
easily overlooked, removal of which will cure them. 
With better classification has come more precision in 
pre-operative treatment. A short course of Lugol’s 
iodine, aided by rest in bed for a week or two, will, 
as a rule, greatly improve the heart and general 
symptoms in a case of exophthalmic goitre, and make 
them much safer subjects for operation, so that the 
acute intoxication during the first twenty-four hours 
with high temperature, delirium and violent tremor is 
seldom if ever seen now, and thus the greatest terror 
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of thyroid surgery has disappeared. In secondary 
cases iodine seldom does any good and may be harmful. 
Another forward step is our modern reliance on the 
graded operation and on better technique. It is 
necessary to take away seven-eighths of the total gland 
substance to abolish symptoms with practical certainty, 
but that is often too much to do at one sitting. 
The first intervention is therefore usually a hemi- 
thyroidectomy. If the patient is very ill it may be 
wise to commence by tying the superior thyroid vessels 
and no more, but of late surgeons who specialize in 
these cases have become more venturesome, and, 
I think, rightly. A few months after the hemi- 
thyroidectomy the greater part of the second lobe is 
removed. I have often found, however, that there 
has been such a degree of improvement, that although 
it falls short of a complete cure, it is not worth the 
small risk and inconvenience of a further operation 
to rid the patient of the remaining symptoms. The 
principal risk nowadays is hemorrhage about five 
hours after the operation has been completed, and to 
avert this far greater precautions ought to be taken 
than are usual in the surgery of less vascular regions. 
Big vessels should be doubly ligated, three-cast knots 
used, all but the simplest ties should be secured by 
stitching, the anesthetist should let the patient come 
round and strain before the wound is closed, and a 
most careful post-operative watch should be kept for 
the first twelve hours. I have only once had any 
anxiety about any patient who has come safely through 
that period, and she proved to be suffering from a 
latent pyelitis. Other surgical risks, such as tetany 
and division of the recurrent laryngeal nerve, may be 
avoided by leaving a portion of the thyroid close against 
the trachea on each side. 
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Cervical Rib.—The condition usually called cervical 
rib requires some elucidation. It is quite true that a 
patient presenting the well-known symptoms of pressure 
on the cords of the brachial plexus, especially the 
inner cord, may have a genuine rib articulated to the 
seventh cervical vertebra. More often, what is called 
a cervical rib is nothing but an enlarged transverse 
process, and it is very doubtful whether it could 
exert any mechanical pressure on the nerves. Not 
infrequently one sees a case where the nerve symptoms 
are just such as are associated with cervical rib, 
but the X-ray of the vertebral column shows no 
abnormality at all. Stopford described a series of 
examples of this, and attributed the pressure to the 
first thoracic rib. His patients were cured by detaching 
the scalene muscles from the rib and resecting a portion 
of the rib itself. Law maintains that the trouble is 
due to tense fibrous bands. More recently Adson and 
Coffey blame the scalenus anticus, and say that all 
that is necessary, even if a genuine cervical rib is 
present, is to divide this muscle. I have had a number 
of cases entirely confirming these views, in which the 
symptoms were at once relieved, either by resecting 
a portion of the first rib or by cutting through the 
scalenus anticus. In one case the patient was able 
within a day or two to do needlework, which had 
previously been impossible. The skiagram of her neck, 
as in other cases under my care, showed no abnormality 
of the bones. 

The practical deduction is that we are now in a 
position to afford relief to cases of pain down the arm, 
or wasting of the hand muscles, even if there are no 
bony abnormalities. 

Empyema.—Speaking in general terms, the lessons 
of war surgery have not been of as much assistance to 
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civil practice as was anticipated, and as the public 
imagine. Progress in the treatment of empyema may, 
however, be directly attributed to experience gained 
in the handling of wounds of the chest. Up till 1914 
the majority of surgeons intervened at once as soon 
as the needle showed pus, or even a turbid fluid, 
in the pleural cavity and put in a drain, which, of 
course, admitted air and germs. We learned in the 
war that wounds opening the pleural cavity give rise 
to great shock and distress, owing to flapping of the 
mediastinum, which is dragged across to the sound 
side; this distress is promptly relieved by covering 
the hole in the chest wall. Experience also showed, 
especially amongst troops in America during the 
influenza pandemic of 1918, that early operating for 
empyema, before the mediastinum is fixed by adhesions 
and especially in cases in which the whole pleura is 
full of fluid and the lung is collapsed entirely, was 
associated with a terrible mortality, about 60 per cent. 

Thus, there are two lessons to be learned. First, 
to postpone opening until the mediastinum has become 
fixed by adhesions and thickening of the pleura. 
Secondly, as far as is compatible with the surgical 
principle that to cure an abscess we must relieve the 
tension, to use a closed method after the operation. 
The practice which I follow, and which has in every 
case given a good result and healing within a few 
weeks (one case treated by the old method, by way of 
contrast, took a very long time to close), is this. When 
the effusion is due to some other cause than the 
pheumococcus, or when it fills the whole or nearly 
the whole of one side of the chest, it is treated by 
aspiration, repeated once or twice if necessary, until 
it becomes localized ; so time is given for adhesions to 
develop. Then, except in the improbable event of 
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the fluid clearing up entirely, the chest is opened, 
perhaps after a week of this preliminary treatment, a 
piece of rib is resected, the pus and curdy clots 
evacuated, and a rubber tube at least a foot long is 
inserted, only an inch or less being inside the pleura. 
The pleura, the muscles and the skin are sewn tightly 
around the tube so that it is air-tight. The tube is 
clamped near its farther end, say ten inches from the 
chest. Several times a day the end of the tube is put 
under lotion, the clamp taken off and the patient told 
to cough and breathe deeply. The clamp is put on 
again at the end of a cough. By this means the lung 
is brought out to meet the chest wall and kept there. 
It is true that after four or five days—most valuable 
days—pus will usually leak around the tube, and it 
can be cut off close to the chest in the old-fashioned 
way, but by that time the lung will have expanded 


unless the empyema is of long standing. If the cavity 
is very septic washing out with eusol is effectual. 

When empyema is localized from the first, and 
follows pneumonia, there is no need for preliminary 
aspirations ; the tube may be inserted as soon as the 
diagnosis is made. 


Cancer of the Hsophagus.—This has always been, 
and to a reduced extent still is, one of the most hopeless 
propositions the surgeon has to deal with, but it has 
been the subject of many therapeutic experiments of 
late years, and sometimes something can be done. Of 
radical removal I have no experience, though I have 
seen successful cases in cancer not far below the cricoid. 
Deep X-rays, in a minority of cases, may prolong life 
and improve the power of swallowing, but I have not 
seen it. Very likely radium will be the method of the 
future, but at present inserting it into the lumen is 
useless, and stabbing it into the wall of the cesophagus 
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around the stricture carries a prohibitive mortality. 
Gastrostomy, as it used to be performed, was a very 
dismal method of attempting to give relief, and if 
the tube was left out because the patient had some 
temporary power of swallowing still, the orifice quickly 
closed and rendered it ineffective. There is a good 
technique now available, which I use and thoroughly 
approve of, introduced by Quick and Martin, which 
brings a tube of gastric mucosa through the rectus 
abdominis and provides a channel which neither leaks 
nor closes, although it may not be used even for months. 

The flexible wire tubes introduced by Souttar are 
excellent when they can be placed just in the right 
position and when a fairly large tube fits firmly, but it 
is not always easy to secure this, and sometimes they 
lie entirely above the growth, or slip through into the 
stomach. I think they are at their best when the 
cancer lies close to the cardiac orifice, as shown by 
the X-ray. I have treated several cases of this type 
by an exploratory laparotomy, opening the stomach, 
dilating the stricture by retrograde catheterism, starting 
with Harrison’s whip and going on to cesophageal 
bougies, drawing down a full-size Souttar tube and 
seeing that it fits correctly, just projecting into the 
stomach lumen. The stomach is then closed. The 
patient will be able to swallow soft food through the 
tube. If this procedure is not possible, one can at 
least do a Quick and Martin gastrostomy, so that the 
intervention is not wholly in vain. 

When the obstruction is farther up, I find most 
relief from our colleague Mr. John Wright’s diathermy 
knife, provided that one can pass a fine bougie through 
the stricture. One is painfully aware, of course, that 
none of these methods of treatment offers any hope 
of a real cure ; all are palliatives. 
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Abdominal Surgery.—Some general principles have 
come to the fore which have considerably reduced the 
risks of abdominal surgery, and increased the patient’s 
comfort in the post-operative period. One such 
principle, that of doing the least that will relieve the 
immediate situation in very sick patients, has already 
been mentioned. 

The old bugbears of abdominal surgery have been 
what the Americans expressively call gas-pains, ileus 
and chest complications. There is no doubt that some 
of these were due to over-preparation. Starvation and 
purgation before operation and a prolonged course of 
slops with more purgation after, were enough to upset 
the healthy, and how much more when a laparotomy 
was added ? Now, all these measures are reduced to 
a minimum. We have learned that if the intestines 
are pulled or pressed or their surfaces rubbed with 
gauze they will revenge themselves by semi-paralysis 
afterwards. The greatest gentleness must therefore be 
observed, and rubber-faced sheeting is better than 
taped swabs made of gauze. If intestinal paralysis 
does occur, and is due neither to mechanical kinks nor 
local peritonitis, we have learned that the combination 
of physostigmine and pituitary extract is more effective 
than either by itself in securing an action of the bowels. 

Chest complications after abdominal surgery have 
been particularly frequent in stomach and gall-bladder 
cases, and are due to several factors. Ether anesthesia 
is one, and the present tendency to use gas-oxygen 
has, in my experience, helped a good deal. Another 
factor, probably more important, is reflex palsy of 
the diaphragm owing to painful sensations derived from 
the cut abdominal wall, leading to collapse of the base 
of the lung. Now, when we reflect on this, it is evident 
that, seeing we cannot do without an incision in the 
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abdominal wall, we should at least take steps to cut 
as few nerves as possible, and sew up with as little 
tension as we can. All longitudinal incisions are bound 
to cut many nerves, and there is often great tension 
in suturing, especially with the paramedian. Of late 
years I have used the Sloan incision for upper abdomen 
work, with the greatest possible satisfaction. It cuts 
no muscles and the fewest possible number of nerves, 
and always comes together without tension. It is 
difficult to see how incisional hernia can follow. The 
post-operative comfort of the patient, and the facility 
with which he moves ab ° in bed the day after 
the laparotomy, and the u.aprobability of adhesions 
developing afterwards are all strong points in its favour. 
Briefly, the method is to mek» a median longitudinal 
skin incision down the linea alba; then a double 
paramedian through the anterior sheath of the rectus 
on each side; then a transverse cut, behind the recti, 
through the posterior rectus sheath and peritoneum. 
This is the level at which the important nerves run, 
but a transverse cut obviously saves many which a 
vertical incision would divide. Next best to the Sloan 
is a simple transverse incision. For operations on the 
ascending colon, an oblique incision in the line of the 
nerves, but dividing the muscles—the external oblique 
in the line of its fibres, the internal oblique across 
them—has the same virtue of sparing many nerves 
from section. By the use of these devices post-operative 
bronchitis and pneumonia have been far less common 
in my practice than they were a few years ago. One 
may still have to use vertical incisions, of course, 
when a complete exploration is necessary. 

Gastric Surgery.—The main progress here, in my 
opinion, is in diagnosis rather than in treatment. 
The perfecting of barium skiagraphy in stomach cases 
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has been of the greatest possible benefit and comfort 
tous. Stomach cases used to fill me with despair on 
account of the uncertainty of diagnosis and the 
frequency of vain operations; to-day we can nearly 
always pick our cases suitable for surgery with 
reasonable confidence. 

Of course, surgical treatment has not stood still 
when dealing with the stomach. The tendency has 
been to do a bigger operation for gastric and for 
duodenal ulcer, either by combining excision of the 
ulcer with a gastro-enterostomy, or by resecting the 
pyloric half, or rather me, of the stomach. At first 
gastric ulcers only were e....,.cd, now some would remove 
duodenal ulcers also. The original argument for the 
larger operation was that gastric ulcers very commonly 
become malignant. Ti general opinion, which my 
experience heartily supports, is that this takes place 
in only a minority of cases. It may, however, be very 
difficult to tell, on the table, whether an ulcer is innocent 
or not, and on two occasions the pathologist has 
returned an ulcer as cancerous which I was quite sure 
was innocent. A further argument in favour of the 
removal of a large part of the stomach is that the 
clinical results are better, in that there is less danger 
of recurrent ulcer, and especially of that dreaded 
complication, gastro-jejunal ulcer. This is stated to 
occur after about 2 per cent. of gastro-enterostomies. 
On the other hand, there are a few cases on record of 
intense anzemia following the big partial gastrectomy ; 
I have had one in my own practice, but have not yet 
seen gastro-jejunal ulcer in any patient operated on 
by myself, in spite of careful following up. My own 
feeling, therefore, is in favour of local excision with 
gastro-jejunostomy for small and medium-sized gastric 
ulcers ; simple gastro-jejunostomy for irremovable pyloric 
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and for duodenal ulcers; and partial gastrectomy for 
large, deep, adherent gastric ulcers. If they cannot 
be removed, cholecyst-gastrostomy may be done to 
neutralize the acid juice, but whether this gives more 
relief than a simple gastro-jejunostomy proximal to 
the ulcer is a moot point. 

Various small improvements all taken together 
have reduced the risks of a straightforward gastro- 
enterostomy considerably in my _ practice. These 
include gas-oxygen anzsthesia, the Sloan _ incision, 
placing the anastomosis at the greater curvature of 
the stomach, taking off the clamps just before finishing 
the inner stitch to ensure that there is no bleeding, 
using an interlocking suture to leave no vessels uncon- 
trolled, tying off any large feeding arteries on the 
stomach wall after finishing the anastomosis, and 
leaving a piece of rubber dam inside the lumen of 
the anastomosis to avoid adhesion of the anterior and 
posterior lips thereof and to straighten out the channel. 
Something has thus been done to combat the three 
main risks, pneumonia, bleeding and post-operative 
vomiting. 

The Surgery of Intestinal Obstruction.—We are not 
often in a position to mark statistically the advance 
of surgery, but we can do so here. Several large 
bodies of figures, both British and American, show 
that during the ten or twenty years preceding 1907 
the mortality for all forms of acute obstruction (not 
hernia) was about 60 per cent. The large composite 
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Bristol Royal Infirmary, presented at the 1925 meeting 
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with a death-rate of 32 per cent. No doubt the 
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diagnosis, and the surgeon by remembering the maxim 
to do the least that will be effectual for a very sick 
patient. It is to be hoped that no one now waits till 
the patient has feecal vomiting before thinking of this 
grave condition. 

Progress has been made by the introduction of 
the operations of “* blind czecostomy,”’ or of jejunostomy 
under a local anzesthetic if the block is in or above 
the cecum, leaving the removal of the cause till a 
more favourable occasion. Of course, these are only 
emergency procedures, and if the patient is not toxic 
it is better to explore the abdomen properly under 
ether or gas-oxygen, with some novocain into the 
muscles. In either case we now have certain adjuvants. 
It appears probable that the fatal toxin in these cases 
is allied to that of gas gangrene, and derived from 
B. perfringens in the bowel. There is an antitoxin on 
the market against this, and experience at St. Thomas’s 
Hospital goes to show that the injection of 80 c.c. into 
the buttock in cases of intestinal obstruction with 
toxemia, or of peritonitis, may be life-saving. I have 
used it on a good many occasions, and am impressed 
with its value. Another valuable aid in such cases 
is an intravenous injection of hypertonic saline, e.g. 
100 c.c. of a 5 per cent. solution, to be repeated if 
necessary. Patients with toxemia from intestinal 
obstruction show a deficiency of chlorides in the blood. 
Of bile and choline, which are also recommended, 
I have no experience. We now recognize that in 
cases of pelvic peritonitis, as, for instance, after 
appendicitis, the condition often passes after a few 
days into a frank intestinal obstruction due to 
kinking and paralysis of the coils of ileum, and the 
treatment should be on the lines just described. 
I have saved several patients thereby whom I 
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should have lost, nominally of peritonitis, really of 
obstruction, in former years. 

The exact nature of the poisoning in intestinal 
obstruction is in doubt. It is said to be a proteose 
by some investigators, and is identified with histamine 
by others. It seems clear that the fatal absorption 
takes place in the duodenum and upper jejunum, 
and that such absorption is enhanced after ether 
anesthesia because of the quiescence of the bowel 
afterwards, hence the value of jejunostomy under 
novocain. 

I believe the procedure introduced by Stiles, of 
making a temporary cecostomy as a routine when 
resecting a cancer of the left colon or the sigmoid loop, 
is of great value. Better still is a preliminary czecostomy 
a week or two before the main operation. I am also 
very well pleased with the device advocated at the 
Mayo clinic, of keeping the patients under morphia 
and giving fluids subcutaneously, but not by mouth, 
after a hemicolectomy for cancer of the czecum or right 
colon. 

Appendicitis.—In two particulars there is a change 
in our treatment of appendicitis. As to the wisdom of 
immediate removal of the appendix, if possible, before 
perforation, or as soon after as may be, in acute febrile 
cases, there can be no question. But a good many 
surgeons in this country, and more in America, have 
come to believe that there are occasions when it is 
wiser to hold one’s hand for a time. No universally 
applicable rules can be laid, each case must be judged 
on its merits, and there is room for difference of opinion ; 
but I would suggest that when the patient is first seen 
on the third, fourth or fifth day of a severe attack 
and the appendix has already perforated and there is 
extensive peritonitis with marked toxemia, it is better 
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to content oneself with a suprapubic drain into the 
pouch of Douglas inserted under local anesthesia, and 
then to follow the Ochsner lines of medical treatment, 
that is to say, the Fowler position, Murphy proctoclysis, 
starvation (giving not even water by mouth) and 
small doses of morphia hypodermically. The appendix 
may be removed later. Again, when there is a large 
swelling in the right loin or iliac fossa, usually after 
the fifth day, one may wisely wait a few days if it is 
ill-defined, not very tender and the patient not toxzemic, 
because such swellings are likely to clear up. If the 
swelling becomes well - defined, tender or pointing, 
usually after a week or more from the onset, it needs 
opening, but that is not the time to embark on a surgical 
struggle to find and remove the appendix. Quite 
likely it has been entirely destroyed ; if it gives further 
trouble it can be taken out subsequently. These 
measures are not heroic; we may feel proud of our 
skill in getting out the appendix that everybody else 
would have left, but it does not follow that because 
we can do a thing therefore we ought to do it. For 
the very sick man, do as little as will tide over the 
situation. 

The other change is in the frequency with which 
we diagnose and operate on chronic appendicitis. Far 
too many appendices used to be taken out without 
relieving the patient’s pains. We now recognize that, in 
addition to genito-urinary sources of trouble, pain in 
the right iliac fossa may be due to a dropped distended 
cecum or to mesenteric lymphadenitis. A young 
woman who has a dragging pain at McBurney’s 
point all day and every day, but has never had 
an acute or febrile attack and is_ relieved by 
recumbency, is not likely to be cured by losing 
her appendix. Barium skiagraphy will probably 
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show a large, low, slowly -emptying czecum with 
general visceroptosis. In true chronic or relapsing 
appendicitis which is likely to benefit by surgery 
there are well-spaced-out brief periods of pain and 
longer periods of freedom. 

Mesenteric Lymphadenitis.—It has been recognized 
for many years that enlargement of the mesenteric 
glands, usually but not always tuberculous, is exceed- 
ingly common, especially in children, but it is only of 
late years that much attention has been paid to the 
symptomatology. As a matter of fact, the clinical 
picture may conform to quite a number of different 
types: there may be persistent fever, or a palpable 
lump, or even perforation. A frequent and very 
suggestive history is that a child gets attacks of 
sharp abdominal pain which come on without cause, 
and may be only for a minute or two or may last 
several days; there are no other symptoms, and 
physical examination reveals nothing. In adults 
the attacks may be very violent and_ simulate 
renal colic. If the pain is in the right iliac fossa a 
strangely-close mimicry of appendicitis may be seen, 
the temperature and pulse may be raised, and there 
is vague tenderness at or near McBurney’s point. 
It is almost certain, even if the true nature of 
the case is suspected, that the surgeon will not be 
sufficiently confident that appendicitis can be left 
out of the reckoning to refrain from operating. The 
error is not a serious one, as it will very probably 
be found that the inflamed lymph nodes are few 
in number and capable of removal, so trouble in the 
future is avoided. 

Gall-bladder Surgery.—We are in the happy position 
of being able to report great progress in this field. 
The physiology of the gall-bladder is better understood : 
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we know that its function is largely absorptive, and 
that the bile standing in it becomes concentrated. 
Pathology has advanced. There were two schools, 
one of which taught that gall-stones were the result of 
chronic inflammation ascending the bile-ducts into the 
gall-bladder, causing its mucosa to shed out cholesterin ; 
the other maintained that the bile is often sterile and 
that stones are associated with and due to too much 
cholesterin in the blood. The situation seems to be 
clarifying as follows: the primary trouble is, often 
if not always, an infection of the liver. This soaks 
through to the wall of the gall-bladder (which is 
more frequently found to contain germs than the 
bile). Like most mucous membranes, the inflamed 
mucosa of the gall-bladder excretes cholesterin. Some is 
absorbed, especially during attacks called ‘* cholesterin 
showers,” and at these times, but not between, the 
blood shows hyper-cholesterinemia. The inflamed 
mucosa may be choked with cholesterin, giving the 
so-called ‘“‘strawberry gall-bladder.” Later, the germ 
infection may die out, but the masses of cholesterin, 
now welded into stones, remain. Re-infections may 
occur, and give rise to suppurative cholecystitis. 
There is a not uncommon form, in which a single 
white stone, usually in a germ-free bile, blocks 
the neck of the cystic duct, and causes “‘bydrops,”’ 
the gall-bladder being tensely filled with white 
bile. 

Methods of diagnosis have advanced. We can 
now visualize the gall-bladder by means of chole- 
cystography. The functional capacity of the liver, 
on which the safety of surgery depends, may be 
estimated by the levulose and other tests. The 
Rehfuss tube enables us to obtain duodenal contents 
and to bring down an efflux of bile by means of 
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magnesium sulphate, which may be examined for pus 
and germs. 

An important addition has been made to medical 
therapeutics by Hurst’s discovery of the possibility 
of giving hexamine in 100-grain doses, guarded by 
alkalies, to disinfect the liver, bile and _ bile-passages. 
The liability to bleed in jaundiced cases can_ be 
controlled to some extent by intravenous injections 
of calcium chloride. 

Surgery has profited by all these extraneous aids. 
It is evident that removing the stones, by itself, will 
not relieve the symptoms associated with cholelithiasis, 
even if no more stones form, because the mucosa of 
the gall-bladder is probably infected primarily, and 
will continue to poison the patient and give rise to 
reflex dyspeptic trouble. Whenever possible, therefore, 
we now perform cholecystectomy. Done at the proper 
time, it is little if any more dangerous, and the end- 
results are unquestionably better. On the other hand, 
we now realize what a serious factor the accompanying 
liver infection may be. Most of the deaths, often 
rather mysterious, that used to follow operations on 
the biliary system, were probably due to liver failure. 
Here is a pre-eminent indication for dealing gently 
with a very sick man. It is my practice, of late years, 
to wait at least a week after an attack of gall-stone 
colic, especially if there was fever, before intervening, 
using liver function tests if in doubt. If one is compelled 
to operate during an attack, which may happen if 
there is pus in the gall-bladder, it is wise to use a 
morphia-gas-oxygen-novocain anesthesia, to open the 
abdomen by a transverse incision just over the gall- 
bladder, and to content oneself with evacuating the 
stones and pus, and draining. The value of the 
modern change of practice may be judged by the 
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fact that at the Bristol Royal Infirmary from 1900 to 
1912 the death-rate in 84 cases was 13 per cent., and 
of 59 followed up only 52°5 were classed as cured, and 
15 per cent. were unrelieved. Between 1920 and 1929 
I have operated on 140 cases for gall-stones or for 
infective cholecystitis. Many were septic ; a few were 
over 80 years of age, some had stones in the common 
duct. Six died; that is a mortality of 4°3 per cent. 
One death was from apoplexy. In two other patients 
a cholecystectomy was done under circumstances 
where one would now think it better to drain. Of the 
cases in which the later history is known about two- 
thirds are symptom-free ; the others are improved ; 
none are unrelieved. 

Hernia.—lt might be supposed that on so humble 
a subject nothing more remained to be said, and that 
surgical technique had permanently standardized itself, 
but fortunately that is less than the truth. The old 
operation for femoral hernia, tying off the sac just 
below Poupart’s ligament and sewing the ligament 
down to the pectineus fascia, had a recurrence rate 
of 30 per cent. at the Bristol Royal Infirmary. 
The modern procedure is the Lotheisen operation, 
in which the sac is approached at the neck, in 
the inguinal canal, and tied off flush with the 
peritoneum ; then the internal oblique and conjoint 
tendon are sewn down to the periosteum at the 
back of the pubes. Of a personal series of 28 cases 
treated in this way and followed up there was only 
one in which there was any recurrence, and that one 
doubtful. 

In ordinary cases of inguinal hernia in adults I 
still use the Bassini method. There is only one common 
complication, and that is hematoma of the scrotum 
afterwards. To avoid this very annoying, time-wasting 
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episode [ drain the wound for 24 hours, and stitch 
the bottom of the scrotum up on to the skin of the 
abdominal wall for a day or two. When the gap is 
large or the muscles feeble Gallie’s suggestion, of 
darning the internal oblique to Poupart’s ligament 
with a strand of fascia lata, is well worth following. 
Often the coverings of the hernia may be strong enough 
to furnish us with our suture, and save cutting the 
leg. 

Obturator hernia is rare, and when it occurs 
we usually find ourselves operating on it from 
within the peritoneum. It cannot be satisfactorily 
closed by stitching, and recurrence is the rule. 
After one such experience, I blocked the canal 
by inserting a piece of costal cartilage, and covered 
it in with a purse-string peritoneal suture; this was 
quite a success. 

When operating for strangulated hernia, it is 
running an unnecessary risk of cutting the bowel 
to divide the tight neck from within the peritoneal 
sac by means of our old friends the hernia knife 
and the hernia director. They should be super- 
annuated, and the ring divided from without. The 
old practice of nicking Gimbernat’s very important 
ligament in cases of strangulated femoral hernia 
should be abandoned, and Poupart’s ligament, which 
can so easily be sewn up again, sacrificed instead. 
Gimbernat’s ligament is not easily repaired, and if 
incised there is a permanent weakness and enlarge- 
ment of the femoral ring. 

Gnlarged Prostate-—One of the chief lessons we 
have learned concerning enlargement of the prostate 
is the paramount importance of the function of the 
kidneys, and the serious effects upon them of the 
back-pressure resulting from straining in micturition, 
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especially if infection is superadded. It did not occur 
to us until the post-war period that a man might be 
free from cystitis, getting about his business in 
apparent good health, alert mentally and physically, 
and yet his renal functions be on the verge of bank- 
ruptcy, so that removal of the prostate would probably 
lead on to fatal uremia. Fortunately we are now in a 
position to detect these cases with a fair degree of 
accuracy. The polyuria, the uniformity of the specific 
gravity of the urine which does not show the normal 
daily variations, the high blood urea, and most valuable 
of all, the urea concentration test, demonstrating that 
even after giving 15 grammes of urea the kidneys 
cannot concentrate it in the urine, are of the greatest 
assistance to us. When the renal function is but little 
impaired and there is no cystitis, we may remove the 
prostate with a risk well below 5 per cent. When these 
tests show considerable depression of the powers of 
the kidneys to excrete, the patient may still be brought 
safely through, in all but a few extreme cases, by a 
two-stage operation, the first being either cystotomy, 
or the insertion of a de Pezzer tube. As a rule the 
kidneys will show some degree of recovery after the 
back-pressure has been relieved in this way, and if 
necessary we may wait three months or more in a 
bad case. Usually a wait of a fortnight is sufficient. 
With the de Pezzer tube the man can get about his 
work without leakage, and by following this practice 
I have been able to remove the prostate safely in 
patients whose urea concentration test was as low as 
O'S per cent. 

When we are dealing with an aged or feeble patient, 
or a bad surgical risk, there are other means available 
besides removal of the whole prostate. K. M. Walker’s 
diathermy punch has a distinct field of usefulness when 





70 Mr. A. RENDLE SHORT 


there is a middle lobe projecting into the bladder, 
and the risks are very small. X-rays, and diathermy 
applied with a rectal electrode, may give considerable 
relief, and are to be borne in mind in cases not 
severe enough as yet for operation, as well as in bad 
risks. 

Cancer of the prostate is rather a melancholy subject, 
but even here some progress has been made and some 
hope can be afforded. The insertion of a de Pezzer 
tube, if it is tolerated well, gives the patient far more 
relief than we used to be able to afford him. Sometimes 
we can do more. The prostate may be capable of 
enucleation, and radium can be left in the cavity. I 
have had one or two cases which have gone on 
comfortably for years, and are still free from symptoms. 
When this is not feasible a combination of methods 
may give great relief. Karly in the year I was asked 
to see a gentleman who was in great discomfort with 
a badly-working de Pezzer tube inserted for cancer of 
the prostate. Radium needles were introduced into 
it through a perineal incision. Later, part of the 
erowth, in the floor of the prostate urethra, was burned 
away with the diathermy punch, and the de Pezzer 
tube removed. The supra-pubic wound healed, and he 
has been passing water without frequency or difficulty 
for six months. 

Male Genital Organs.—\ have not sufficient 
experience to pass an opinion whether the new, 
spectacular methods for rejuvenating old men by 
tying the vas or by ingrafting of monkey-gland can 
be looked upon as substantial improvements and 
whether they have come to stay. But I am very 
favourably impressed by the usefulness of the operation 
for undescended testis in which after freeing the organ, 
with as little interference with its blood-supply as 
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possible, a hole is made in the septum scroti and the 
testis put through to the opposite side. It can be 
relied on to stay there. True, it may not grow to its 
full size, but no doubt some internal if not external 
function is preserved, and at any rate the patient is 
much better pleased than he would have been with 
unilateral castration, or restoration of the _ testis 
within the abdomen. 

Operations on the urethra, both for impassable 
stricture and for traumatic rupture, are in my judgment 
greatly assisted, both at the time and afterwards, by 
a suprapubic cystotomy. At the time, this allows 
of retrograde catheterism, and makes the otherwise 
difficult search for the proximal end simplicity itself. 
In rupture cases, an accurate end-to-end suture can 
now be carried out. The supra-pubic drainage helps to 
keep the urine from the site of healing, and both 
saves time during convalescence and limits the danger 
of stricturing afterwards. It will usually be necessary 
in impassable stricture cases to tie in a catheter for a 
few days. In traumatic cases this is better avoided 
except, as Hamilton Bailey has pointed out, when the 
prostatic urethra is torn; if the catheter is omitted 
here the bladder is apt to fall back and render the 
urethra discontinuous ; also, the risk of stricturing is 
slight in this situation. 

Rectal Surgery.—Of late years the operation of 
ligature for piles has largely been replaced, when the 
piles are within the sphincter, by injecting with carbolic, 
to the great saving of the patient’s time. This is a 
real advance, and in my considerable experience very 
satisfactory. 

The treatment of fistula-in-ano, which used often 
to fail, has been placed on a better footing by Lockhart 
Mummery and a number of other workers. It is very 
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helpful to have a law, which is nearly always correct, 
as to where to find the fistulous track and the internal 
opening; if the external opening is within 1} inches 
of the anus and in front, the internal orifice will be 
just opposite it; if it is farther away, or if it is 
anywhere behind the anus, the internal orifice will be 
in the mid-line at the back. If it is inevitable to cut 
the sphincter, a two-stage operation should be done, 
at the first laying the track open, and widely unroofed, 
starting from the external orifice, as far as the muscle 
but not through it; then later, when the parts have 
been made rigid by granulations, the sphincter is 
divided and the internal orifice laid open. Retraction 
of the ends of the muscle will be very slight if this 
technique is followed, and so the patient is not 
likely to suffer from incontinence. That troublesome 
condition, pruritus ani, sometimes fails to clear up 
with ordinary simple remedies, such as cleaning up 
with a sponge after defecation, ointment, lotions, etc. | 
have been in the habit of operating by Ball’s method, 
to denervate the peri-anal skin, and have been satisfied 
with the results. Lately I have been injecting the 
A.B.A. mixture used at St. Mark’s Hospital, and it 
has acted very well. 

We have now two good operations to choose from 
for cancer of the rectum, both, of course, severe, and 
both abandoning all hope of an anus in the natural 
position and leaving a permanent colostomy ; but with 
a modern colostomy the patient is kept in reasonable 
comfort, and a considerable number of cases, as many 
as 50 per cent. in Lockhart Mummery’s series, remain 
free from recurrence for five years. The one is the 
abdomino-perineal resection as described by W. E. 
Miles, which has a higher immediate mortality but is 
theoretically, at any rate, more likely to avert recurrence, 
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and the other is colostomy followed by perineal excision. 
This is greatly facilitated, and can be carried a good 
deal higher up the bowel, by having the patient not 
in the lithotomy position but lying on his face in a 
sort of reversed Trendelenburg. I am indebted to 
Professor Wilkie for this valuable hint. But, of 
course, our hopes for the future are set upon the use 
of radium, and we trust the day is dawning when 
we can do without these formidable and mutilating 
procedures. 

When the growth can only just be touched by the 
finger per rectum, and is too high for perineal excision, 
one can often, after a temporary colostomy made 
fourteen days previously, free the growth all round, 
resect it, and join the bowel end-to-end, over a rubber 
tube, below the peritoneal floor. Later the colostomy 
can be closed. 

Varicose Veins.—Encouraged by the daily Press 
and by the puffing of quack practitioners, the public 
are greatly interested in the treatment of these by 
injection, and one finds large numbers of patients 
coming to have it done. I am very well pleased with 
the results. I use quinine-urethane as a rule, but in 
intractable cases sodium salicylate. It is needful, 
perhaps, to give a warning that even this simple and 
safe treatment can get one into dreadful trouble if 
a little solution escapes from a vein, and the veins 
are very soft and thin-walled sometimes. Also, 
occasionally, even large injections seem to cause no 
clotting at all. Still, the advantage that the patient 
can have his veins dissipated without going to bed is 
very acceptable. 

Treatment of Burns.—There have been a good many 
“fashions” in the past in the treatment of burns. 
There was the Carron oil period, the eucalyptus and 
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olive oil period, and the ambrine period. All these 
seem now definitely replaced by the introduction of 
the tanning method, which is greatly superior to all 
others. The patient is given an anesthetic, and the 
burn cleaned up. It is then sprayed with tannic acid 
2:5 per cent. by means of an ordinary atomizer, and 
this is repeated every hour until the whole of the 
burnt surface is tanned and black. This forms a firm 
protective covering which should be exposed to the 
air. The advantages of the method are that it is 
aseptic, nearly painless, inodorous, and, best of all, 
the dressing need not be changed for weeks at a time. 
Dressing a burn used always to be a dreadful process 
for all concerned. After a burn patients used to 
die either of shock on the first day or of toxemia 
from scorch products a few days later, or of septic 
absorption later still. With the tanning treatment 
the second and third sources of fatality are eliminated, 
and deaths in hospital from burns are reduced from 
50 per cent. to 10 per cent. 

Burns on the face are best treated with absolute 
alcohol. The burn is covered with gauze and kept 
moist. The method is expensive, but leaves less 
scarring. 

Caries of the Spine.-—During the war I met an 
American surgeon who spoke warmly in favour of the 
Albee bone graft for tuberculous disease of the spine 
in adults, and as soon as [ returned I gave it a trial, 
and was very gratified with the results. In properly 
selected cases, that is, not too recent, and not under 
sixteen, it is a very valuable method. It is not 
dangerous—it must not be confused with the much 
graver operation of laminectomy—and all my patients, 
some ten in number up to the end of 1927, have been 
enabled to get about and lead a fairly normal life, 
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though some of them were paralysed, some had large 
dorsal or psoas abscesses, and some had been bedridden 
over four years. One recently climbed Ben Cruachan 
in Scotland. 

Sacro-iliac Tuberculosis.—This used to be a very 
grave condition, almost a death- warrant, and the 
process of dying was long-drawn-out and miserable. 
Sir William Wheeler and others showed that it was 
capable of diagnosis before pus-formation, principally 
by the tenderness on direct pressure over the joint 
from behind, pain down the back of the leg especially 
on flexing the hip and extending the knee, and by the 
skiagram. The old text-book sign, pain on crowding 
the iliac crests together, is unreliable in early cases. 
And if diagnosed thus early, they also showed that 
it can be treated successfully by a simple and safe 
operation, by driving a bone-peg through the dorsum 
iliac, through the joint, into the lateral aspect of the 
sacrum. I have had quite a number of cases, considering 
that the disease is fortunately uncommon, and they 
have nearly all done well. When there are pelvic or 
gluteal abscesses it is too late for this treatment. 

Osteoarthritis of the Hip Joint.—This can be a very 
painful, crippling condition in persons past middle life, 
and with no prospect of much relief either from time 
or treatment. But once again in properly-chosen cases, 
that is to say not too old or feeble to stand a fairly 
severe operation, and suffering from really considerable 
pain, usually with a badly-adducted thigh, great relief 
can be given by exposing the joint, chiselling away 
the whole articular surface of the head of the femur, 
and removing all bony outgrowths from the edge of 
the acetabulum. The limb can then be put up well 
abducted. The usual result is a painless, slightly 
mobile joint, in good position. 
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I fear, ladies and gentlemen, that this lecture has 
rather resembled the hectic career of a road-hog who 
whirls his party breathlessly past beautiful scenery 
that is well worthy of a more leisured view. I can 
only hope that you may have caught a fleeting glimpse 
of something that you will think sufficiently interesting 
to be looked into on a more peaceful occasion. 





THE TREATMENT OF PARENCHYMATOUS 
GOITRE. 


BY 
W. A. JackMAN, M.B., Ch.B., F.R.C.S.E., 


Assistant Surgeon to the Bristol Royal Infirmary ; 


Assistant Surgeon to the Royal Hospital for Women 
and Children. 


A RATIONAL introduction to the subject of ‘“ The 
Treatment of Parenchymatous Goitre’”’? demands, at 
least, a brief consideration of the pathology of this 
condition. Effective treatment must have as a basic 
principle the correction and removal of the factors 


responsible for producing the diseased state, and in 
addition it is usually found that the organ or organs 
affected demand rest, physical, physiological, or both. 

The etiology of parenchymatous goitre has been 
discussed ad nauseam, and it is only proposed here to 
pick out of the medley of theoretical observations a 
few of the facts that seem to be established with 


reasonable certainty. 

About the age of puberty the body calls for some 
readjustment of the endocrine system generally, and 
during this process it is probable that a considerably 
increased demand is made upon the thyroid gland for 
additional secretion. In normal individuals the gland 
responds readily, and is able to supply sufficient 
secretion for the needs of the body, without 
hypertrophy. 

In certain persons the thyroxin is deficient in amount 
or lacking in quality, or for some obscure reason the 
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body is unable to make use of it with customary 
economy. In its effort to deal with the situation the 
gland enlarges. Even in apparently normal persons the 
gland enlarges slightly when it has to work overtime, 
the most conclusive evidence being the enlargement 
of the thyroid gland often seen during menstruation, 
and its return to normal during the intervening 
stages. This is often more evident during the early 
years following the onset of the periods, and becomes 
less apparent as age advances. May we not regard 
this occurrence as a step on the road to the formation 
of a parenchymatous goitre, and suppose that it 
only needs an unknown addition or subtraction to 
disorganize the general endocrine balance or to make 
it more difficult for the body to utilize the thyroid 
secretion ? 

This unknown quantity would appear to be produced 
by some obscure form of infection. It is well known 
that drinking water has been blamed, and that there 
is definite evidence in support of this. However, one 
cannot disregard the possibility of auto-intoxication as 
an additional or even the sole determining factor. 

The common pathological change found in the true 
parenchymatous goitre associated with puberty is a 
general hypertrophy and hyperplasia of all the elements 
of the thyroid gland, including, as might reasonably 
be expected, an excess of colloid material within 
the acini. In some cases one or more acini become 
distended to such an extent that they form obvious 
cystic swellings on the surface of the gland. 

The further changes associated with hemorrhage, 
excessive vascularity, predominance of fibrous tissue 
and other complications do not come within the scope 
of this paper ; their treatment depends upon the special 
indication of each particular variety. 
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The evidence gleaned from the microscope and 
from observation of the patients must lead to the 
deduction that the tissues, in parenchymatous goitre, 
are calling for more thyroxin and for the removal of 
that which prevents its efficient usage. The thyroid 
hypertrophies in order to cope with the increased 
demand upon its resources. Removal of any part of 
the gland, under these circumstances, would appear 
to be directly contra-indicated, yet in standard text- 
books and in many papers on this subject operation 
is advised on somewhat slender grounds. 

Treatment by administration of iodides or iodine, 
X-rays or even thyroid extract is mentioned, but in 
few instances are any details given as to the method 
or length of time of therapy on these lines. 

Pressure symptoms or signs of toxicity are invariably 
cited as presenting a definite indication for removal of 
part of the gland, yet the pathology indicates the need 
for more thyroid still. The fact that extensive fibrosis 
of the gland following this disease results in myxcedema 
should surely stay the hand of the most enthusiastic 
operator, except in the presence of alarming symptoms. 
Removal is so comparatively easy and calls for so much 
less patience and care, that recommendation of this 
form of treatment is apt to be made before the more 
tedious remedies have had a fair trial. 

The following is an outline of the treatment which 
has a reasonable claim to be based upon the pathology 
of parenchymatous goitre. 

A correct diagnosis having been made, the patient 
is examined carefully for any focus of infection. Their 
name is legion, and it is difficult to enumerate any 
without causing comment from various specialists, in 
whose department the possibility of a focus is not 
mentioned. However, there are two sites worthy of 
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special consideration: the mouth, carious teeth and 
infected tonsils ; the nasopharynx, infected adenoids, 
These foci should be efficiently treated. The patient 
or her parents should be interrogated in regard to the 
water supply, although this, more often than not, is 
merely of theoretical interest. The drinking water 
should be boiled or obtained from another source if 
of doubtful origin. 

Treatment by administration of thyroid extract 
should be commenced at once, whatever additional 
measures it is thought advisable to take. 

The thyroid extract is given in tablet form and is 
obtained from a firm of repute. The doses mentioned 
are the equivalent of the fresh gland. The age or sex 
of the patient does not influence the dosage, which, as 
will be seen, is entirely dependent on the effect 
produced. 

The initial dose is one grain three times a day, 
after meals. This is increased to two grains at the 
end of a week, to three grains three times a day at the 
end of a fortnight, and the increase is maintained in 
this way, if necessary, up to the limit of the patient’s 
tolerance. It is found, as might be expected, that 
considerable caution is essential when large doses are 
reached. When a patient is taking twenty-one or 
more grains every day it is often advisable not to 
increase the dose further for three or four weeks. As 
soon as the dose reaches twelve or fifteen grains a day 
the goitre commences to decrease in size, in most 
cases. An optimum dose is usually reached without 
the necessity of producing symptoms of poisoning. 

The estimation of an optimum dose is a matter 
dependent upon the doctor’s own judgment and 
common sense, but a steady diminution in the size of 
the goitre may be taken as a good indication that no 
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further increase in the dose is required. The treatment 
should be continued until the neck appears normal, and. 
the dose should then be decreased by the same method 
as that by which it was increased in the initial stages. 
The patient should be watched carefully during the 
process of reduction of the dose, and if any undue 
re-enlargement of the gland should occur the amount 
should be raised again. The average amount of 
thyroid extract required to cure a parenchymatous 
goitre, excluding the periods of increasing to and 
decreasing from the optimum dose, is twenty-one 
grains a day for six weeks to two months. The full 
course of treatment seldom takes less than six months, 
and quite frequently longer. 

Strict attention to detail is necessary to attain any 
degree of success. 

In addition to any notes which are made when the 
case is first seen, the following particulars should be 
noted and a record kept of them each time the patient 
attends :— 

1. Measurement of the neck. This may be mis- 
leading, for several reasons: (a) because the patient 
is growing ; (b) because the neck may not be measured 
at the same level on each occasion; (c) because the 
measurement may be taken sometimes during men- 
struation. Inquiry should always be made in regard 
to this, as these patients almost always do have 
enlargement of the thyroid gland at these times, which 
persists even after the goitre is cured. 

The following points are helpful in obtaining 
accurate measurement. The patient should always be 
seated. The tape should be drawn once or twice across 
the back of the neck and kept as horizontal as possible, 
when it will be found to settle in the same place 
each time. Take the horizontal measurement and the 
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greatest possible measurement. Record both. Do not 
fail to be guided also by the general appearance of the 
neck, in this respect the opinion of the patient herself 
is of the utmost value. 

2. Inquiry regarding headaches. The onset of 
persistent headache in a patient hitherto free from this 
disability is a most valuable early sign of over-dosage. 

3. Pulse-rate. This should be taken and recorded 
at each visit. A marked and continued rise may call 
for reduction of the dose of thyroid extract. Needless 
to say, recent exertion or nervousness must be taken 
into account. 

4. Fine tremor of the extended hands, and 

5. Exaggerated knee-jerks demand a re-survey of 
the case and probably a temporary decrease of the 
dose. 

The necessity for economizing time was responsible 
for the choice of the foregoing motley collection of 
signs. They have, however, proved valuable, and if 
the patient be instructed to report any fresh symptom 
immediately, there need be little fear of administering 
a poisonous dose of thyroxin or of neglecting to provide 
more orthodox treatment, should this be failing. By 
adopting these signs as a guide, it is not necessary to 
spend more than five minutes with the patient at each 
attendance subsequent to the first examination. 

Up to the present time twenty-nine cases have 
been treated in this way by the author, with one 
complete failure and one doubtful result. The failure 
was a case in which the patient had already had part 
of her goitre removed, and the remaining thyroid, still 
struggling on to do its best, had hypertrophied again. 
The patient evidently got tired of the treatment and 
ceased to attend, but she never showed any sign of 
improvement. The doubtful result is a man aged 
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twenty-five years, who cannot tolerate large doses of 
thyroid. He has had a series of small doses over a 
prolonged period, and his goitre is considerably smaller 
and softer, but it has become necessary to cease giving 
the thyroid. He is now taking syrupus ferri iodidi, 
and maintains his improvement. 

By far the majority of the cases treated by this 
method have been girls between the ages of eleven and 
eighteen years, and it is for these patients that the 
treatment is most suitable. Most of the cases may 
be treated as out-patients, but cases with pressure 
symptoms or large cysts should be admitted to a 
hospital or nursing home and under constant observa- 
tion raised rapidly to the optimum dose. One case 
in particular deserves special mention. 


A. B., a girl aged 12 years, came to the Bristol Children’s 
Hospital with a large goitre, slight pressure symptoms, two 
obvious cysts, some exophthalmos and tachycardia. On 
account of her age and the size of the goitre it was decided 
to treat her as a parenchymatous goitre of puberty. She was 
admitted to hospital and kept in bed. The dose of thyroid 
extract was increased from three to thirty grains a day in 
under a fortnight. As the dose was increased her pulse-rate 
diminished, the exophthalmos became less marked, the goitre 
decreased in size and the cysts disappeared. In a month 
she was fit for discharge to the out-patient department, where 
her treatment was continued until she was permanently cured. 
Her sister suffered also from a goitre, but her symptoms were 
not so severe. They both derived their supply of drinking 
water from a Gloucestershire well. Her parents, who did not 
live in the district until well past the age of puberty, had no 
sign of goitre. 


This case is mentioned, not only on account of 
its peculiar interest, but also to demonstrate the 
possible efficiency of the treatment, even in cases 
associated with dysthyroidism. 

It is considered that the treatment is not suitable 
for cases of long standing, in whose thyroid glands 
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permanent pathological changes have taken place, 
The cases which yield most rapidly are those in whom 
menstruation has not started at the time the goitre 
is first seen and the treatment commenced. 














A learned physician, to whom the plan was THE 
unfolded, said that he did not think that the method 
would be harmful, but a waste of time and of thyroid 
extract, as the cases all cured themselves. If this Ext 
were true, surely we should not see so many patients 
of more mature years with goitres left over from 
puberty. Why should patients with goitres obviously} Phy 
becoming worse, with symptoms of increasing pressure, } phys 
show almost immediate improvement when treated in } vari 
this way ? the 

Two stimuli are responsible for the publication of } the 
this paper. One is that I am convinced of the need } wan 
for thyroid in these patients. The other is that the } bree 
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haphazard statement, “‘ thyroid extract may be tried,” 
seen in most text-books, is a totally inadequate 
description of the treatment, and is responsible for 
its poor reputation as a remedy for this disease. 

I feel I owe an apology to my surgical colleagues 
for embarking on so medical a subject, and to the 
physician for encroaching on his perquisites. My 
excuse is that in the early days of my special interest 
in this subject these cases were sent and even returned 
to me by physicians for operation. The cases are alive 
and well to-day without operation and without goitres. 
I had a firm belief in this treatment, at first on 
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theoretical grounds, and later from practical experience. | sin 
I found that I had to carry it out myself or leave it | the 
untried. I sincerely trust that this somewhat poor | Th 
and sketchy account will stimulate others to give the | aw 






method a trial, as I am convinced of its efiiciency. 
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THREE CASES OF SINO-AURICULAR BLOCK. 


BY 


H. L. Hermann, M.D., M.R.C.P., 
Extra Honorary Physician, Johannesburg General Hospital. 


Physiology. — Sinus arrhythmia is a_ well - known 
physiological condition in which there is rhythmical 
variation in the heart-rate due to vagal influences at 
the pace-maker. The vaviation may be dependent on 
the respiration, the rate waxing with inspiration, 
waning with expiration, or it may be unrelated to 
breathing. The condition is well marked in children 
and athletes of great stamina. It is common in the 
latter to find a pulse-rate of 44 to 50 per minute when 
in training, and for this rate to double itself abruptly 
on exercise when vagal influences become lessened. 
The doubling is too sudden to be ascribed to chemical 
changes in the blood, as this produces a gradual increase 
of pulse-rate. 

If we consider a rhythm in which vagal influences 
cause a sinus arrhythmia, we can see that if this 
influence becomes accentuated at the appropriate 
point, it is possible that it will prevent the formation 
of one of the rhythmical auricular impulses at the 
sinus venosus. As no excitatory state will pass down 
the bundle of His no ventricular contraction will occur, 
There follows a gap in the heart cycles of a complete 
auricular and ventricular beat, and this is called 
sino-auricular block. It is represented on the radial 
curve by a missed beat indistinguishable from a missed 
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beat of true auriculo-ventricular block, on the venous 
curve by the absence of the a—c—v waves for one 
cycle, and on the electro-cardiograph (the most certain 
method of detection) by the absence of P Q RS and T 
waves for one cycle. It follows that both heart-sounds 
are absent for this cycle, but this alone does not 
distinguish the phenomenon from auriculo-ventricular 
block. 

The condition, if often repeated, causes giddiness 
and a feeling of palpitation due to the irregularity. 
In my experience it is more common in this country 
than in England, and I have already described two 
cases.! In neither of these was I fortunate enough 
to obtain a picture of the actual block, but the tracings 
showed marked vagotonia, and the history suggested 
this condition. The three cases described below were 
definitely proved to be examples of sino-auricular block 
by tracings exhibiting the characteristic pause. 

Aitiology.—In my previous article it was suggested 
that the condition might be due to suprarenal exhaustion 
due to the combination of hard work with the effect 
of excessive sunlight. The latter factor has not been 
noted in these present cases, two of whom were medical 
practitioners and one a typist. It is possible that 
there was suprarenal exhaustion due to other causes, 
and hence a vagotonia following on lack of sympathetic 
tone. 

The condition is not pathological in itself. Unless 
it accompanies true auriculo-ventricular block or other 
organic mischief, the prognosis is excellent, and the 
patient should be considered from the aspect of 
vagotonia alone. 

Case 1.—This patient was a man aged 59. He complained 


of periodic attacks of palpitation of irregular type, beginning 
and ending suddenly. This was accompanied by an indefinite 
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abdominal discomfort, relieved by going to stool. He was 
losing weight and vigour, and his sphere of activity was limited. 
The history dated from the strain of a motor touring race some 
five years previously. His pulse-rate was persisting at a rate 
from 80 to 100 per minute—much higher than five years 
previously, when it had been on the low side. 

On examination there was found no enlargement of the 
heart and no valvular defect. The heart and pulse became 
totally irregular during the attacks, which were proved by the 
electrocardiograph to be due to auricular fibrillation. Between 
the attacks the pulse showed irregularities occurring at intervals, 
and, on listening, spaces were heard in the normal rhythm. 
The tracing shown here proved these to be due to sino-auricular 
block. (Fig. 1.) 

The thyroid gland was found to contain a small adenoma. 
The clinical picture was completed by slight exophthalmos 
and find tremor of the hands. A diagnosis of toxic adenoma of 
the thyroid was made. This was removed by Mr. Daly, under 
local anesthesia given by Mr. Levin. Some septic teeth were 
also removed. 

The patient made a good recovery. He has had no recurrence 
of the attacks of palpitation, and the electrocardiograph shows 
no evidence of sino-auricular block. He has gained in weight 
and vigour, and his pulse-rate ranges around 72 per minute. 


Case 2.—F’., aged 35. She complained of periodic attacks 
of faintness and giddiness, following chloroform anesthesia for 
the reduction of piles and prolapse of the rectum. 

The pulse was irregular, and the systolic blood-pressure 
only 95 millimetres of mercury. The pulse slowed considerably, 
and became more irregular when the breath was held. There 
was no change in the size of the heart from normal, and no 
thrills or murmurs. 

The electro-cardiograph showed sinus block at a and b. 
(Fig 2.) Belladonna in five mimim doses of the tincture three 
times a day relieved her considerably. Some septic teeth were 
also removed. She made a good recovery. 


Case 3.—F., aged 20. This patient complained of attacks 
of palpitation, shortness of breath and pain on the left side of 
the chest, sharp in character, accompanying the palpitation. 
The attacks had been present for five years, and they began 
and ended suddenly. She was not seen in an attack, so its 
nature could not be identified. She had scarlet fever when 
10 years old, chorea when 14 years old. 
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On examination the heart was found to be normal in size, 
and there were no thrills or murmurs. An irregularity was 
present, which became more marked on holding the breath. 
This irregularity was identified by the cardiograph as _ sino- 
auricular block at a, b, c,d, e. (Fig. 3.) 

It is not clear whether paroxysmal tachycardia of one or 
another variety occurred. I have seen no evidence of it. 
There was no evidence of thyroid toxicity as in Case 1. 


REFERENCE. 
1 §. African Med. Journ., September, 1929. 





THE EARLY TREATMENT AND DIAGNOSIS OF 
ANTERIOR POLIOMYELITIS.* 


BY 


R. G. Gorpon, M.D., D.Se., F.R.C.P.E., 


Physician to the Bath, Somerset, Wilts and Dorset Orthopedic 
Hospital. 


THE occurrence of a widespread epidemic of polio- 
myelitis in this district has prompted me to draw 
attention to certain aspects of the disease. So far as 
my personal experience goes, through observation of 
the cases admitted to the Bath Orthopedic Hospital, 
the present epidemic began somewhere about the 
beginning of August and covers an area from Bridport 


to Swindon. It does not appear that the cases are 
exceedingly numerous, and, as a rule, this feature has 
been found in all the epidemics which have been 


studied, namely a wide epidemic area with com- 
paratively few cases, the incidence confined for the 
most part to children, though a few adults are 
frequently affected, at any rate in the more severe 
epidemics. Sometimes, however, this is not so. For 
example, a few years ago an epidemic occurred in the 
small Devonshire village of Stoke Rivers, when out of 
a population of 119 not less than 45 individuals were 
affected, all types of the disease being met with. As 
a contrast to this, there was an epidemic in Edinburgh 


* Read at Bath, at a Meeting of the Bath and Bristol Branch of the 
British Medical Association, November 27th, 1929. 
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about the same time in which only 62 cases occurred 
out of a population of 420,000, and all cases were of 
the spinal type. 

The mortality rates are relatively more severe the 
older the patient, though this varies from epidemic 
to epidemic. Incidentally, it is not always realized 
how fatal a disease poliomyelitis may be, yet the 
official figures for England and Wales for Ist July, 
1925, to 30th June, 1926, were 264 cases notified 
and 136 deaths—over 50 per cent. In any epidemic 
it is noticeable how cases vary in severity, and how 
many cases seem to be quite abortive, passing off 
entirely after a few initial symptoms. A consideration 
of the widespread area of incidence, the variability in 
severity of cases, and the relative immunity of adults, 
but the greater fatality of the disease amongst those 
adults who do not enjoy this immunity, has led 
most observers to postulate the theory that the 
virus is very widespread, but is only of pathological 
significance to a few individuals, the rest contracting 
the disease in what is called a subclinical form, 
that is, without the exhibition of symptoms. These 
observers further believe that in this subclinical 
form the person harbouring it is highly infectious, 
and that such people may act as carriers. The 
power to carry the disease, however, only seems 
to last for about three weeks; but chains of carriers 
may keep the infection alive, and thus account for 
sporadic cases which occur continuously in almost 
all districts. 

Work by American authorities in the New England 
States has shown that epidemics seem to obey 
Commander Dudley’s laws. Dudley showed in 








ex 
th 
of 
ac 
ne 
an 
in 
su 
to 


th 
to 


be 


wl 
wl 


EARLY TREATMENT OF ANTERIOR POLIOMYELITIS 291 


experiments on rats and mice with epidemic infections 
that if colonies are kept strictly segregated the virulence 
of the infecting virus tends to diminish and the colony 
acquires immunity relatively quickly. If, however, 
new individuals are introduced into the community 
and acquire the disease, the virulence of the virus is 
increased, so that the members originally immune may 
succumb to the disease. This is important in relation 


to epidemics in boarding-schools, for the really proper 


procedure would be to segregate the whole school, 
though the headmaster who would have the courage 
to do this might be far to seek. However, he would 
be right, for the carrier of the infection is less likely 
to be the child actually suffering from the disease, 
whose infectivity does not last longer than three weeks, 
while the incubation period of nervous symptoms is 
from two to twelve days, than an apparently healthy 
child who would naturally mix freely with others on 
his return home. The nature of the virus concerned 
is not known, but that it is of an organismal nature 
is shown by the fact that the disease may be conveyed 
to monkeys, specially macacus rhesus. This can be 
done readily by intracerebral injection, but not easily 
by subcutaneous injections. Active virus can be 
obtained from the secretions and also from the 
peripheral nerves of monkeys dead of the disease. In 
human cases actual contact does not seem to be potent 
in spreading poliomyelitis, but it would appear to be 
conveyed by means of secretions, specially by nasal 
secretions and diarrhoea. 

The virus may lodge, therefore, in the upper 
respiratory passages, the tonsils and fauces and in the 


gastro-intestinal tract, and would seem to spread from 


>. 
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these areas to the central nervous system by way of 
the perineural lymphatics along the course of the 
peripheral nerves. 

During an epidemic all secretions and excretions 
of the nose, throat or bowel must be destroyed and 
care be taken of droplet contact, while those associated 
with the case should use disinfectant sprays and 
gargles. 

The onset of the disease is usually sudden, but may 
be gradual, and the typical course is by no means 
always followed. Walshe! has described three stages 
in the course of development of the illness. First, 
there is a phase of general invasion, when the virus 
may be found in the liver, spleen, lymphatic glands, 
and (at any rate in experimental animals) in the bone 
marrow. During this stage the patient may exhibit 
symptoms of coryza, tonsillitis, or gastro-intestinal 
disturbance with diarrhoea and vomiting. 

Next, the virus invades the subarachnoid space, 
and the patient exhibits headache, pain in the limbs 
and back, is frequently fretful and cries a great deal. 
Sometimes he is apathetic and many even pass into 
coma, rarely there is delirium and convulsions. At this 
stage the spine is frequently resistant to passive 
flexion—the spine sign of the Americans. During this 
stage if the cerebro-spinal fluid is drawn off and 
examined the cells are found to be increased from 20 
to 2,000 per c.cm. and to include polymorphs ; the 
globulin is raised, but the sugar and chlorides remain 
normal. Cultures are always sterile. Incidentally, 
the drawing off of spinal fluid, which may be under 
some tension, often relieves symptoms markedly. 

This meningeal stage may follow the general stage 
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rapidly, but there is sometimes a pause of one or two 
days during which the patient is supposed to have 
completely recovered from a passing and_ trivial 
malady. 

Occasionally these two stages may be absent or show 
such slight manifestations as to escape notice altogether, 
and the patient passes straight into the third stage 
when the virus attacks some part of the neuraxis. In 
cases ending fatally in the early stages the reaction 
to the invasion of the virus is seen to be an intense 
hyperemia and engorgement of the blood-vessels, and 
many of the nervous elements are compressed out of 
action, so to speak, by the resulting pressure and oedema, 
but recover when this is removed. One reason why the 
anterior horn region of the cord is so frequently affected 
is that it enjoys a specially rich blood supply. 

The old conception implied by the cognomen of 
“anterior poliomyelitis > must be abandoned, for the 
disease takes many forms, the classification usually 
adopted being that of Wickman modified by Collier? :— 

1. The subclinical type, in which the patient 
exhibits no symptoms but is a carrier of the disease. 
He is generally himself immune, but sometimes he 
succumbs. 

2. The abortive case, who exhibits pyrexia, head- 
ache, signs of meningeal irritation—perhaps nystagmus, 
jerks of the limbs and some loss of reflex action, 
superficial or deep, and occasionally some loss of power, 
but in a few days completely recovers. 

3. The spinal case, with involvement of the anterior 


horn cells. Note that pain is almost always present 


at the beginning, and that the muscles involved may 
remain tender for some time. Tenderness of the muscles 
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is regarded as a better prognostic sign than complete 
muscular anesthesia. Skin anzsthesias may also occur. 
Cases which retain their reflexes in spite of widespread 
paralysis will probably make a complete recovery, 
though loss of reflexes in the early stages does not 
mean a necessarily bad prognosis. 

A transverse myelitis may occur with spastic 
paralysis below the lesion, with paralysis of the 
bladder reflexes. As a rule these cases recover, but 
not always. 

4. Aso-called neuritic type, where pain and tender- 
ness of muscles is very marked. It must be remembered 
that pain from other causes usually increases tendon 
reflexes, while poliomyelitis abolishes them. Such 


cases often develop early contractures, especially as 


the limbs cannot be stretched and fixed because of 
the pain. 

5. The spreading type. Sometimes, though rarely, 
the paralysis spreads either upwards or downwards, 
as in the Landry syndrome, and these are the cases 
that tend to be fatal as the respiratory muscles become 
involved. 

6. The meningeal type. Abortive cases with 
meningeal symptoms are usually classed in this group, 
but there are a few who go on to simulate a tuberculous 
meningitis. 

7. A cerebellar type with marked ataxy and 
nystagmus. 

8. The so-called brain-stem type, with involvement 
of cranial nerves is probably encephalitis lethargica 
and not poliomyelitis. 

9. The cerebral type, with convulsions followed by 
hemiplegia or other cerebral defect. 
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10. Relapsing cases occasionally occur, but the 
relapses, though disquieting, are not usually serious. 

11. Mixed types are very rare indeed, though they 
do occur. 

Before passing on to the question of treatment, I 
would like to draw attention to some valuable 
observations carried out by Dr. Whidbourne while 
she was house physician at the Bath Orthopedic 
Hospital. 

She made a careful inquiry into the history of onset 
of 100 cases admitted into the hospital, with the 
following results :— 

She found that 17 gave a history of an insidious 
onset, that is to say that no acute symptoms were 
observed or remembered. 

Eleven were said to have shown a sudden onset of 
paralysis without any preliminary symptoms being 
observed. In 9 cases the onset was definitely associated 


in the minds of the parents with trauma, while in 


61 initial symptoms of one sort or another were 
recorded. Of these 18 were described as vague, 22 as 
moderate and 21] as severe. 

Of initial symptoms of the general group, apart 
from paralysis, fever was present in 38, vomiting in 17, 
diarrhcea in 1, marked constipation in 6. Coryza was 
noted in 6 cases. 

Of the stage of arachnoid involvement symptoms 
were observed as follows: pain and tenderness in 38, 
headache in 33, head retraction in 13, difficulty in 
micturition in 9, delirium in 6, convulsions in 6, 
giddiness in 4, and unusual sleepiness in 2. The 
disturbance of bladder reflex is a matter of some interest, 
as this is not usually associated with poliomyelitis. 
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Treatment.—Since the diagnosis of poliomyelitis is 
very difficult, if not impossible, before the paralytic 
stage, except in the most definite epidemics, the 
measures for aborting the disease cannot usually be 
employed, since they are of little or no use once the 
neuraxis has become involved. Of drugs, hexamine 
has been recommended by Flexner and others, since 
formaldehyde is found to pass into the cerebro-spinal 
fluid. In ordinary doses it seems to be of very little 


use, but it may be more useful in massive doses of 
1-2 drachms daily with alkalies. The serum of 
convalescent patients given intrathecally, intravenously 


or even subcutaneously has been found useful if given 
early in 10-20 cc. doses, but this is often hard to obtain, 
unless there is a severe and relatively circumscribed 
epidemic. 

Practically, then, we are reduced to the treatment 
of the early paralytic cases. Lumbar puncture is 
often useful, not only for establishing the diagnosis, 
but also to remove symptoms, especially pain and 
restlessness. This is of great importance, for during 
the early period the one requisite first, last and all 
the time is rest, absolute rest and continuous rest. 
Absolutely no unnecessary movement should be allowed, 
and great care should be taken that a proper posture 
of head, trunk and limbs is maintained all the time. 
I have no hesitation whatever in saying that this 
cannot be obtained in an ordinary bed, and in my 
opinion every case which is not obviously of the abortive 
type should be nursed on a frame for at least two 
months from the initial symptoms, and longer if there 
is any sign of tenderness of the muscles remaining. 
Then the patient may be taken off the frame for a 
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short time daily, during which careful massage may 


be given to the weak muscles. The masseuse must 
observe very carefully that real progress is being made, 
any retrogression of the muscle being an indication 
for immediate cessation of treatment and restoration 
of rest for a further ten days or a fortnight. Too 
often the zealous masseuse thinks that the weakening 
of the muscle means insufficient work on her part, and, 
redoubling her efforts, destroys for ever the chance of 
recovery of the muscle. Electricity should never be 
administered until a comparatively late stage in the 
treatment. Above everything, a weak muscle must 
never be allowed to stretch even for five minutes. The 
relatively powerful antagonist muscle is, as it were, 
always on the look-out for a chance to assert itself, 
and that way lie contractures, deformities and infinite 
difficulty in restoring muscle balance. It is not too 
much to say that if care were taken in the early stages 
of poliomyelitis the incomes of orthopzdic surgeons 
would be halved, and if that would seriously decrease 
the national receipts from income tax it would save 
much maintenance in orthopedic hospitals. 

Now it may be asked, Why all this insistence on 
absolute rest in early stages—no movement, no massage, 
no electricity ? Would it not be better to train the 
weak muscle to get back its strength from the very 
beginning ? This might be so if it were not for the 
existence of a muscle sense; but we must remember 
that every movement, every manipulation and every 
electric stimulus sends a message up the afferent nerve, 
that this travels to the posterior ganglion, from there 
to the spinal grey matter and, redistributed here, a 
stimulus proceeds to the anterior horn cells governing 
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the motor nerves to the muscle concerned, for it is 
thus that muscular tone is maintained under the 
direction of higher centres. So we see that whatever 
we do to the affected muscle we cannot help disturbing 
the anterior horn cell which is the seat of inflammation 
and which must at all costs be kept at rest. So I say 
again that, except when it is impossible on account 
of pain, which can usually be relieved by lumbar 
puncture, rest in a frame is the only and the essential 
treatment, once paralysis has become manifest, for at 
least two months. This may seem a long time and a 
hard discipline in apparently mild cases, but what is 
two months on his back for a child, compared to a 
life of crippledom ? 
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Landmarks and Surface Markings of the Human Body. 
By L. B. Rawtine, F.R.C.S. Seventh Edition. Pp. 97. 
Illustrated. London: H. K. Lewis & Co. Ltd. 1929. Price 
7s. 6d.—This text-book has been so long and favourably known 
to students and others as a standard and essentially readable 
guide to the subject with which it deals that it is not surprising 
to find that few alterations have been made since the appearance 
of the last edition five years ago: the modifications consist 
merely in the redrawing of certain of the illustrations dealing 
with the anatomy of the foot. We have no:doubt that the 
new edition will continue to enjoy the support of those for whom 
it is written, no less in the future than during the last quarter 
of a century. 


Endocrine Disorders. By Hans CurscuMann. Pp. viii., 
188. Illustrated. London: Oxford University Press. 1929. 
Price 12s. 6d.—Endocrinology, a very complex subject, the 
author has treated in a very thorough and painstaking manner. 
The English version is rather difficult reading, wordy and 
heavy in style. In his introductory remarks the author lays 
great stress on the inter-relationships.of the various components 
of the endocrine system, and their possible control by a hypo- 
thalamic centre. Judging by the variety of the various 
glandular proprietary preparations quoted and recommended, 
some faith is placed on the therapeutic value of extracts other 
than the thyroid alone, although admittedly there is not much 
enthusiasm. A very discursive description of the various types 
of hypothyroidism makes the subdivisions difficult to conceive 
in their complexity. Diabetes insipidus is dealt with fully and 
well, and the various factors in endocrine dwarfism are discussed 
at some length. ‘There is an illuminating section devoted to 
homo-sexuality, but there is no faith expressed for operative 
measures in these conditions, nor is any brief held for success 
in surgical attempts at rejuvenation. Great care and toil has 
obviously been expended on this work. The book is well 
turned out, with some excellent photographs, and should 
repay a careful perusal by anyone interested in this modern 
and difficult subject. 
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A Text-book of the Practice of Medicine. By Freprerick W. 
Price, M.D., F.R.S. Third Edition. Pp. xxxviii., 1,871. 
Illustrated. London: Oxford University Press. Price 36s.— 
Within four years this text-book has secured for itself a leading 
place among those written in the English language. The third 
edition, which now appears, includes ‘articles on many subjects 
which are noticed in the book for the first time. Most of these 
are commendably brief, but the result is that regrettable growth 
in bulk which is the inevitable fate of the successful text-book. 
This in itself is a drawback to the book, and it has also perhaps 
been responsible for the imperfect printing which makes this 
edition less delightful to look at than its predecessors were. 
However, the matter of the book is beyond praise, and it will 
doubtless continue for many years to hold the high place that 
it has justly earned among students and practitioners of 
medicine. 


The Treatment of Rheumatoid Arthritis. By A. H. 
DoutuwaitTE, M.D., F.R.C.P. Pp. 80. London: H. K. 
Lewis & Co. Ltd. 1929. Price 6s.—This monograph should 
be read by everyone who has to deal with cases of arthritis. 
The author stresses the importance of early recognition of 
the disease, and his description of the prodromal symptoms 
is concise and clear. While recognizing the present unsatis- 
factory classification of the various forms of chronic arthritis, 
the writer has done much to clarify the position of the 
rheumatoid type. He does not support the focal sepsis theory, 
but considers the disease to be of a constitutional nature 
(autonomic, endocrine, metabolic), and his methods of treatment 
are based on those lines. A very interesting book, and one 
which should lead to further research. 


The Clinical Examination of the Nervous System. By G. H. 
Monrapv-Kroun, M.D., F.R.C.P. Fourth Edition. Pp. xvi., 209. 
Illustrated. London: H. K. Lewis & Co. Ltd. 1928. Price 
7s. 6d.—Former editions of this book have been reviewed 
in this Journal. That it has now reached a fourth edition shows 
that it has undoubtedly been useful. Some minor additions 
and alterations have been made, so that the subject-matter 
has been brought thoroughly up-to-date, and a short chapter 
has been added on interpretation of X-ray pictures of the skull. 
The book can be very strongly recommended as a reliable guide 
to the examination of the nervous system, both to medical 
students and practitioners. There are numerous illustrations, 
both photographic and diagrammatic, which are well chosen 





REVIEWS OF BooxKs 301 


Naval Hygiene. By THomas Brown Snaw, M.B., Ch.B. 
Pp. xvi., 365. 24 illustrations. London: Oxford University 
Press. 1929 . Price 2ls.—A useful and up-to-date treatise 
on hygiene as it particularly concerns those responsible for 
the health of the seaman, both in the Royal Navy and 
Mercantile Marine. A clearly-printed volume, well illustrated, 
in which the writer, while disclaiming any attempt to compete 
with books on general hygiene, deals 1 with the nautical require- 
ments with a thoroughness and clarity which make easy reading. 
Each section gives a concise account of the difficulties our 
predecessors had to contend with and the advances that have 
been made in dealing with them. Chapter xiii., on vermin and 
insects, is of particular interest, and one can only wish that 
space allowed of further particulars of some of the rarer diseases 
thus conveyed. The choice of modern methods of disinfecting 
ship, clothing and person offered the ship’s surgeon is most 
generous, and to all such the book should prove of great value. 


Indigestion. By H. J. Paterson, M.D., F.R.C.S. Pp. viii., 
153. London: Wm. Heinemann Ltd. 1929. Price 7s. 6d.— 
It may seem strange that a surgeon should write a book on so 
medical a subject as indigestion, a book, moreover, which deals 


in some detail with conditions in which there could never be 
any question of operation, which gives full particulars of dietetic 
and medicinal treatment, and makes no attempt to describe 
surgical procedures. Attention may be called to the description 
of acute attacks of hypersecretion, usually seen in young adults 
who have probably some latent organic lesion, and characterized 
by severe pain and vomiting, maybe collapse and headache, 
lasting a few hours or days; to be distinguished from acute 
toxic gastritis by the plentiful HCl in the vomit even when no 
food is being taken. Chronic hypersecretion is the condition 
that gives rise to ‘‘ hunger pain,” and 20 ce. or more of gastric 
juice will be found even in the fasting stomach. It is just 
as likely to be due to a diseased appendix as to duodenal ulcer. 
Mr. Paterson attaches little importance to the administration 
of alkalies in the treatment of gastro-duodenal ulcer, preferring 
six weeks in bed on a rigid diet, only milk and eggs being 
allowed at first. He refuses to believe, and rightly, that big 
gastric ulcers are capable of healing in a few weeks, in spite 
of alleged X-ray evidence. In the diagnosis of cancer of the 
stomach, the author lays stress on the danger of missing an 
early case, because the patient may show some temporary 
improvement on rest and dieting. Altogether, a most useful 
and practical book for everybody’s everyday use. 
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Westminster Hospital Reports. Vol. 20. Edited by 
STANFORD CADE and DonaLp PaTERsoN. Pp. vViii., 343. 
Illustrated. London: H. K. Lewis & Co. Ltd. 1929. Price 
7s. 6d.—The principal points of interest are as follows. There 
is a follow-up of all the cases of cancer over some four years 
treated by radium, 190 in number. It is pleasant to notice 
that some treated in 1926 are still alive and well. Excellent 
photographs are given of an advanced case of mycosis fungoides. 
Experiments on the cat’s heart to study the effect of adrenalin 
under anesthesia show that it had a double action, and may 
cause quickening or fibrillation. It is not surprising therefore 
that it does not always resuscitate a case of syncope under 
anesthesia. The value of X-ray treatment for lymphadenoma 
is emphasized. There is a discussion on cataract. Twenty-four 
cases treated by peri-arterial sympathectomy are described. It 
was found beneficial for Raynaud’s disease and for acrocyanosis, 
and to some extent for chronic ulcer, but not for endarteritis 
or for causalgia. 

Westminster Hospital Reports. Vol. 21. Radium Practice. 
Edited by E. Rock Caruine. Pp. vii., 258. Llustrated. 
London: H. K. Lewis & Co. Ltd. 1929. Price 7s. 6d.— 
Naturally books on the radium treatment of cancer are pouring 
out of the press just now, and new practical points emerge 
every few months. This volume contains the lectures delivered 
in July, 1929, by eighteen members of the staff, and gives 
more information than any other recent book by British writers. 
The chapters dealing with technical details of treatment 
follow much the same lines as those laid down in Mr. Stanford 
Cade’s excellent monograph published earlier in the year, but 
with certain advances and additions. For instance, for rectal 
cancer needles screened with 0°8 mm. of platinum are used. 
The radium bomb has come into action, and to some extent 
takes the place of surface irradiation or of operation, for instance 
in cases of glands of the neck. A suprapubic de Pezzer drain 
is advised when treating an epithelioma of the penis. There is 
a very interesting chapter on radio-sensitivity, in which it is 
pointed out that the bony metastases of cancer will often yield 
excellently to X-rays. Bone sarcoma is radio-resistant, but 
may be benefited by the bomb. Myeloids may be cured by 
X-rays. The remarkable statement is made that patients 
with lymphosarcoma and lymphadenoma are likely to live 
longer if not treated. Radiation should be reserved for cases 
with dyspncea or other distressing symptoms. All growths 
respond much better to a first dose of radium than to a second. 
The first ought, therefore, to be adequate. 
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The Prevention of Human Tuberculosis of Bovine Origin. 
By W. G. Savace, M.D. Pp. viii., 195. London: Macmillan & 
Co. Ltd. 1929. Price 10s. 6d.—Dr. Savage’s able and 
informative book appears at a most opportune moment, when 
the question of bovine tuberculosis is receiving the attention 
of the Government, the veterinary profession and, one may 
venture to hope, the Farmers’ Union. The author, after 
reviewing the very extensive but very scattered literature on 
the subject, is left with two impressions : (1) the lack of precise 
data with which to arrive at a solution, and (2) the piecemeal 
way in which measures are put into operation without considera- 
tion of the unity of the problem. After showing that milk is 
in the vast majority of cases responsible for the infection of 
humans by bovine bacilli, Dr. Savage discusses in detail and 
with reference to all the available statistics the amount of 
bovine infection, and concludes that 1 per cent. of fatal 
respiratory and 23 per cent. of fatal non-respiratory human 
tuberculosis is bovine in origin. The prevalence of tuberculosis 
in cattle in Great Britain is then discussed, and a rather 
depressing picture is drawn. No record of routine tuberculin 
tests is available in this country, abattoir statistics vary greatly 
in different districts where there are public abattoirs, and in 
many areas there is no routine inspection of cattle by the 
local authority. But, as Dr. Savage points out, the crux of 
the question is the ignorance of the average cow-keeper of the 
basic facts as to the spread of tuberculosis in dairy stock, and he 
states that if the active co-operation of agriculturalists cannot 
be enlisted, then the only solution is efficient pasteurization. 
It does seem odd, to say the least of it, that the State punishes 
a butcher who exposes for sale tuberculous meat, but allows 
a dairyman to sell tuberculous milk without penalty. The 
book ends with an ideal scheme for the reduction and 
eventual elimination of bovine tuberculosis which is reasonable, 
practicable, and not too costly, provided the co-operation of 
the stock-keeper is enlisted. All depends on that. Dr. Savage 
is to be congratulated most heartily on this monograph. 


Radium and its Surgical Application. By H. S. Sourrar, 
F.R.C.S. Pp. 60. Illustrated. London: Wm. Heinemann 
Ltd. 1929. Price 7s. 6d.—This small book, which can be read 
through in an hour or two, follows much the same lines as 
the distinguished author did when he gave a memorable address 
earlier in the year to the Bristol Medico-Chirurgical Society. 
The earlier chapters are devoted to a very clear and very 
fascinating account of the physics of the radium atom, and 
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the methods by which radium can be applied clinically, the 
plaque, the needle, the bomb, and the radon seed. Valuable 
directions are given as to the methods and dosage for treating 
carcinoma, of the various organs of the body. The writer has a 
preference for seeds in some situations where other radium 
experts prefer needles. We are glad to observe that he now 
uses spongy rubber sheeting instead of that very uncomfortable 
substance, Columbia paste, for external radiation. He points 
out that a growth which is to be treated with radium must not 
be given X-rays, or it will not respond. It is disquieting to 
read that extraction of a tooth years after a tongue has been 
treated by radium for epithelioma may be followed by necrosis 
of the jaw. Of course, the whole subject is so new, and 
experience growing so fast, that there is room for much difference 
of opinion, and a book may be out of date almost as soon as 
it is published. We think the author is likely to rewrite some 
of his remarks, and to add others on the subject of screenage. 
The table on page 15 would give the impression that a 0°5 mm. 
screen of platinum makes all safe, but expert radium workers 
are screening more and more, and for the bowel probably 
0°8 or 1:0 is ‘desirable. No mention is made of a lead plate to 
protect the palate in mouth cases. 


Difficult Labour. By G. E. Herman. Seventh Edition. 
Edited by C. Otprietp, M.D., F.R.C.S., F.R.C.P. Pp. xiv., 
560. Llustrated. London: Cassell & Company Ltd. 1929. 
Price 16s.—Dr. Carlton Oldfield is to be congratulated on the 
present edition of this book, which has always ranked as a 
classic among midwifery text-books. The mechanical problems 
of labour are dealt with fully, clearly and skilfully, and some 
interesting X-ray plates are illustrated. The chapters on 
hemorrhage are good ; Willett’s forceps are mentioned in the 
treatment of placenta previa, and extreme necessity of 
immediate treatment in this condition is stressed; a very 
valuable point this, as there is a growing tendency to send the 
still bleeding woman into hospital. The chapter on eclampsia 
has been rewritten and is now up to date, and there is a very 
short but pithy chapter on the prevention of puerperal sepsis, 
in which the value of rectal examination is upheld. It is rather 
surprising that lower segment cesarean section should be 
dismissed with a curt mention ; but this is a small matter, and 
one can only praise the reviser and publishers for compressing so 
much valuable information, both for students and practitioners, 
in such a small and compact volume. 
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The Nervous Child. By H. C. Cameron, M.D., F.R.C.P. 
Fourth Edition. Pp. 249. Illustrated. London: Oxford 
University Press. 1929. Price 7s. 6d.—The appearance of 
another edition of this eminently readable and common-sense 
book must always be welcome. The criticism that while the 
description is all that is admirable the explanation of symptoms 
is not so adequately dealt with may still obtain, but since this 
book has become so widely read by the lay public and the 
explanation of nervous symptoms in children is still in dispute 
this is probably a good fault. A new chapter has been added 
on the underlying disturbances of metabolism in the nervous 
child. In this the association of nervous prostration and 
general muscular atonia with ketosis has been described. The 
origin of ketosis in the exhaustion of carbohydrate reserves 
and the irregular mobilization of fats with diminution of the 
P.M. value of the blood is explained, and the logical treatment 
by restriction of fats and administration of glucose and alkalies 
is detailed. This is a book which all those concerned in the 
upbringing of children should have on their shelves. 


The Radium Treatment of Cancer of the Uterus. By THE 
CANCER RESEARCH COMMITTEE OF THE MARIE CURIE CLINIC. 
Pp. 37. Illustrated. London: H. K. Lewis & Co. Ltd. 1929. 
Price 2s. 6d.—This report deals with the three-and-a-half 
years’ work in this Clinic since the publication of the first 
report in 1926. The report deals chiefly with cancer of the 
cervix, the preparatory treatment, technique of application and 
contra-indications and complications of radium treatment. Few 
cases only of cancer of the uterine body have been treated, but 
these are fully dealt with. The statistical table is necessarily 
incomplete, as the Clinic has not been working for five years, 
and therefore cannot give any definite “ cures.”” The end results 
are given as “the number living on October, 1928,” and 
therefore cannot be compared with other statistical “* cures.” 
The technique employed is a modification of that used at 
Stockholm. Intrauterine and vaginal applicators are combined ; 
the uterine applicator containing 50 mgm. radium element 
with 1 min. platinum screen and the vaginal applicators 25 mgm. 
‘adium element in each with 1°33 min. platinum screen, three 
being used at each application. Three applications are given 
each of 22 hours, at intervals of 7 and 21 days after the first 
application. A résumé of techniques used in other clinics is 
given, and there is a chapter on the comparative results. The 
whole is unbiased and well compiled. 
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Hypochondria. By R. D. Gtituesprz, M.D., M.R.C.P. 
Pp. 104. London: Kegan Paul, Trench, Trubner & Co. Ltd. 
1929. Price 2s. 6d.—This essay on hypochondria is to be 
commended to every thinking physician. It enjoys all the 
clarity of expression and philosophical outlook and literary 
erudition which we have come to expect from Dr. Gillespie. 
The first chapter deals with the history of what was known in 
the eighteenth century as the English disease. Dr. Gillespie 
differentiates hypochondria from anxiety states and hysteria, 
points out that it occurs almost exclusively in men and is 
singularly resistant to psychotherapy. He points out that it 
occurs in egocentric personalities possibly definitely schizoid. 
Indications of narcissism and unconscious homo-sexuality are 
often to be discovered. Just as the eighteenth century was an 
age of hypochondria, so is the present, and the author thinks 
this may be due in both cases to a breaking with old standards 
without the establishment of new codes and philosophies of life 
to which the personality may adjust. 


Cancer. By G. JEANNENEY. Translated by J. Gipson, 
M.D., and J. H. Watson, F.R.C.S. Pp. xiv., 186. Illustrated. 
London: H. K. Lewis & Co. Ltd. 1929. Price 7s. 6d.— 
Cancer presents a problem prominent in the mind of every 
member of our profession. Many medical men have ample 
opportunity of gaining practical knowledge of this disease 
daily, if not hourly, and are thus equipped with special 
knowledge of the various problems connected with it, especially 
those of early diagnosis and appropriate treatment. The 
majority are called upon to conduct efficiently any case of 
cancer encountered in the course of general practice. It is to 
these and to senior students that M. Jeanneney’s book should 
appeal. The opening part deals with the general pathology 
of cancer, including etiology, and modern treatment. The 
remaining part gives a brief description of the disease as it 
occurs in each particular part of the body. The importance of 
early diagnosis is stressed throughout, and helpful points are 
given to facilitate this. Where there is reasonable chance of 
success, the author advises surgical removal of the growth in 
all cases, combined with radium therapy when necessary. 
tadium alone, X-rays, lead and other remedies are described 
in proportion to their promise of future success, some receive 
only a passing reference. The translation is somewhat literal, 
but this adds to the fascination of a book whose style only 
serves to increase one’s admiration for an author who has the 
audacity to present so large a subject in so small a space. 
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Artificial Sunlight and its Therapeutic Uses. By F. H. 
Humpuris, M.D., F.R.C.P. Fifth Edition. Pp. xxii., 340. 
Illustrated. London: Oxford University Press. 1929. Price 
10s. 6d.—This excellent book has in five years passed through 
five editions, which in itself shows that it had met a demand 
among those who are interested in gaining a knowledge of 
treatment by artificial sunlight. The fifth edition is made 
necessary by the various improvements in apparatus, and 
embodies descriptive detail of the latest models in lamps and 
electrodes. It discusses, informingly, both the mercury vapour 
and carbon tungsten type of lamp. One of its most valuable 
points is that Dr. H umphris makes no extravagant claim for 
the therapeutic uses of artificial sunlight. The book i is written 
in non-technical language, is comprehensive in character, and 
is an excellent guide to those practitioners who wish to add 
actinotherapy to their armamentarium. It clearly indicates 
for what diseases it may be advantageously used, and is 
eminently suitable for the consulting-room of any practitioner 
who would be conversant with the subject. 


The Treatment of Fractures. By Lorenz BouLER, M.D. 
Pp. 185. Illustrated. Vienna: Wilhelm Maudrich. 1929. 


Price 21s.—Dr. Bohler describes the methods which are in 
vogue at the Accident Insurance Hospital in Vienna. They 
differ so completely from the usual practice in British 
institutions that they merit the very careful study of every 
British surgeon. Some of the chief points of differences are : 
(1) The abandonment of general anesthesia in favour of local, 
and, to a less extent, of regional and spinal anesthesia ; (2) the 
use of screw-traction apparatus in the reduction of fractures ; 
(3) the application of unpadded plasters to maintain reduction 
and for the ambulatory treatment of fractures of the lower 
limb. The open operative reduction of fractures is condemned 
as unnecessary and dangerous, and is reserved for a few special 
cases, such as the patella and certain fractures in the immediate 
neighbourhood of joints. While Dr. Béhler is an advocate of 
early active movement wherever this is possible, he considers 
that massage and passive movement are not called for, and that 
they are freque ently productive of harm. The one and only 
essential, according to his teaching, would seem to be accurate 
reduction of every fracture and the maintenance of the bones 
in good position until firm union has taken place. All the 
apparatus required for the treatment of fractures has been 
standardized, and all parts are made interchangeable. A 
careful and detailed description is given of every article which 
. 
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must be put out when any given fracture is to be treated, and 
the steps taken are very simply and clearly described. The 
illustrations are excellent, and help the text greatly. The 
printing is good, but there are a good many typographical 
errors, and the English is not fluent, the book being very 
obviously a translation. 


The Treatment of Fractures and Dislocations in General 
Practice. By C. M. Pace, MS., F.R.C.S., and W. R. BRIstowE, 
F.R.C.S. Third Edition. Pp. xviii.. 284. Illustrated. London : 
Oxford University Press. 1929. Price 14s.—The continued 
‘all for this clear and concise treatise on fractures is pleasantly 
proved by the appearance of a_ third edition. Like its 
predecessors it is beyond praise. The doctor is often concerned 
with fractures owing to the frequent accidents of modern motor 
transport, and he will find no better friend than this book when 
dealing with such cases. An interesting error of description 
is repeated in this edition and more noticeably. The line of 
fracture of the humerus, shown with such emphasis in the 
figure on page 93, passes through the ** surgical neck ”’ and not, 
as stated in the foot-note, through the “‘ anatomical neck.” 
A new illustration is needed to portray the latter variety of 
fracture. In former editions the line of fracture was obscure, 
but now the error is patent. Some modifications of the view 
of the etiology of Volkmann’s ischemic contracture seems 
desirable. Possibly, too, the condition demands rather more 
space. The reader receives the dominating impression that the 
ischemia is caused by tight bandaging. and is thus the outcome 
of treatment, whereas it occurs not rarely in the entire absence 
of external pressure during post-accident treatment, 7.e. it is 
then a complication of the initial injurv and not due to treat- 
ment. Moreover, even where bandaging has been employed, 
the trouble may have already been developing independently, 
and not from the doctor’s handling. It seems due to truth, as 
well as to our much-tried profession, that impressions should 
not be maintained in surgical text-books that are calculated 
to damn irretrievably the doctor in whose practice Volkmann's 
ischemic contracture may declare itself at any moment. 


Movable Kidney. By W. Bituincron, M.S., Ch.M., F.R.C.S. 
Second Edition. Pp. xiv.,-177. Illustrated. London: Cassell 
& Company Ltd. 1929. Price 12s. 6d.—There are few men 
better qualified than he to write it, and we welcome a second 
edition of Movable Kidney by Billington. It deserves a first 
place among surgical monographs. It deals with a subject of 
mixed repute and successfully raises it, by fair reasoning and 
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a comely breadth of consideration, to a place alongside the 
standard procedures of surgery. ‘To the description of the 
actual undertaking for stabilization of the kidney the author 
allows but a small part of the book. The operation is fully and 
admirably illustrated. For statistical evidence of his results 
he adopts the novel plan of presenting the figures for the 
criticism of a foreign professor, and quotes freely from his 
report in the last chapter. While he only claims 70 per cent. 
successes, this represents a substantial boon to mankind, when 
it is noted that complications and mortality are almost unknown 
in the author’s hands. That surgeons in general do not emulate 
this author is possibly due to the fact that, whereas many 
kidneys move unduly, only a few of their owners will benefit 
by nephropexy. Good results depend, not on the diagnosis 
of mobility, but on the careful correlation of this to the patient’s 
symptoms and constitution. To distinguish the suitable case 
calls for consideration of matters more subtle and involved 
than the simple issues upon which decision to operate is usually 
based. Hence the stumbling-block among average surgeons, 
which prevents them securing the successes of this author and 
advocate. Hence, too, the author’s wise allocation of five, out 
of fourteen, chapters to the symptomatology, not to mention 
a chapter on visceroptosis. He is to be congratulated on a 
comprehensive study of the subject, cogent in argument and 
pleasing in style, which will bring clarity, and in some cases 
conviction, to the minds of medical men who are mostly hazy 
about it. 


Esophageal Obstruction. By A. L. Apex, MLS., F.R.C.S. 
Pp. xii., 234. Illustrated. London: Oxford University Press. 
1929. Price 30s.—It would seem to be difficult to think of 
any oesophageal disease of which obstruction is not a prominent 
feature ; this work might well have been titled ‘‘ Diseases of 
the Cisophagus.”’ It presents a comprehensive survey of the 
subject from congenital abnormalities to cancer. One is perhaps 
inclined to turn first to the latter section, since malignant 
disease accounts for much more than half of all cesophageal 
disorders. The author is pessimistic about present methods, 
and advocates external operation; unfortunately, all his 
patients so treated have died, the almost invariable sequel of 
such operations. We cannot agree that cancer of the cesophagus 
causes early symptoms ; it is very rare indeed to see an early 
case, and this constitutes the principal bar to extensive 
operation. The book is extremely well got up and profusely 
illustrated, and should find a place in every reference library. 





Editorial Notes 


On Friday, 13th December, the 

Installation Right Hon. Winston Spencer 

of the Churchill, M.P., P.C., C.H., was 

Chancellor. installed as Chancellor of Bristol 

University. The installation cere- 
mony took place in the Great Hall, when the Senior 
Pro-Chancellor, the Right Hon. Henry Hobhouse, P.C., 
formally announced that Mr. Churchill had been 
elected Chancellor in succession to the late Lord 
Haldane, and installed him with due solemnity. The 
Vice-Chancellor then presented the new Chancellor 
with a patent of the Degree of Doctor of Laws. Then 
the Chancellor proceeded to admit to honorary degrees 
the Right Hon. Miss Margaret Bondfield (Minister of 
Labour), Admiral Sir Roger Keyes, K.C.B., the Right 
Hon. Walter Runciman, P.C., M.P., the Right Hon. 
Philip Snowden (Chancellor of the Exchequer), Dr. 
Thomas Sibly (Vice-Chancellor of the University of 
Reading), Mr. Walter de la Mare, and Dr. Vaughan 
Williams. In the evening the members of Council and 
Senate, together with the honorary graduates, dined 
in the Reception Room at the University, under the 
Chairmanship of the Chancellor, Mrs. Churchill being 
present also. 

On the morning of Saturday, 14th December, Mr. 
Churchill addressed the undergraduates at the Union 
Club (Victoria Rooms), and then proceeded to Wills 
Hall, which he declared formally “open.” In the 
evening a reception was held in the University and 
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Art Gallery, at which guests to the number of 2,000 
or more were present. 

The new Chancellor was in his best form. He gave 
the impression that he was thoroughly enjoying himself, 
and whilst he could be dignified enough when occasion 
required, he diffused an atmosphere of geniality and wit 
which gave promise that in his capacity of University 
Chancellor his personality would not be subdued by 
the weight of his academic robes and the golden tassel 
of his college cap. 

x *K : * x 
By a splendid gift of £5,000 Mr. 
Colston R. H. Mardon has created a new 
Research position for the Colston Research 
Society. Society. It will be necessary for the 
Society to obtain a charter of incor- 
poration so that it may have a proper legal status 
and be empowered to hold trust funds. Mr. Mardon 
has added a further £100 to his gift to meet the cost of 
incorporation. This is an encouraging recognition of 
a Society which has done a great deal for the University, 
and it is to be hoped that its activities will now be more 
widely appreciated by the public. 

The University College Colston Society, as it was 
then called, came into existence as the result of an 
article by the late Mr. Walter Reid, in the Western 
Daily Press, urging the formation of a Society con- 
ceived on the lines of the existing Colston Societies— 
the Dolphin, the Grateful and the Anchor—but to 
commemorate the educational work of Edward Colston 
rather than the philanthropic by supporting the cause 
of higher education in Bristol and Bristol University 
College in particular. It was founded in 1899 largely 
through the initiative and energy of the late Mr. 
J. W. Arrowsmith, who acted as Hon. Secretary and 


% 
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Treasurer to the day of his death. The Society played 
a big part in arousing public interest in University 
College. The President for the year made a collection to 
assist the funds of the University College, and presided 
at the Annual Dinner, at which some distinguished 
guest spoke in the cause of University education. 

When in the course of a few years the idea of a 
University for Bristol began to emerge into the region 
of practical politics, Mr. Arrowsmith directed all the 
influence and activity of the Colston Society towards 
this goal. In 1909 the University obtained its Charter, 
and the one aim of the Society was achieved. Mr. 
Arrowsmith was disinclined to let so useful an 
organization dissolve because success had followed its 
efforts in one particular direction. A new objective 
was set, namely to appeal for funds for the support 
and furtherance of research work in the University. 
When James Arrowsmith died in 1913 the secretarial 
work of the Society was taken up by his nephew, 
James Arrowsmith-Brown, under whom there has been 
no relaxing of energy. Public interest has been still 
further stimulated, and the commercial and industrial 
community have given increasing support to the 
appeal of the Society for funds to enable research work 
to be undertaken. Altogether the sum of over £15,000 
has been raised by the Society, apart from Mr. Mardon’s 
gift, and applied first in the cause of higher education 
and then of research. Hitherto the Society has only 
had its annual contributions to allocate and distribute ; 
now Mr. R. H. Mardon’s gift has put the Society in 
the embarrassing position of owning trust funds, and in 
order that it may legally (and all Statutes of Mortmain 
notwithstanding) hold and administer such funds the 
Society must become Incorporated. 





Meetings of Societies. 


Bristol Medico-Chirurgical Society. 


THe Annual Meeting was held in the Physiological Theatre 
at the University on 9th October, 1929, the President and 
sixty-four members and guests being present. Dr. H. L. 
Ormerod resigned the chair to his successor, Mr. C. Ferrier 
Walters, who delivered his Presidential Address on ‘* The 
Duty of Medicine to the Race.’’ 

The Secretary’s report and the Treasurer's balance sheet 
were presented and accepted. Dr. A. L. Flemming read the 
report of the Editor of the Journal. The following officers 
were elected :— 


COMMITTEE. 
President—Mr. C. Ferrier Walters, F.R.C.S. 
President-Elect—Mr. D. C. Rayner, F.R.C.S. 


Ex-officio. 
Hon. Secretary—Mr. W. A. Jackman. 
Hon. Medical Librarian—Dr. W. A. Smith. 
Hon. Treasurer—Mr. A. E. Iles. 
Editor of the Journal—Dr. J. A. Nixon. 


Elected. 
Dr. H. L. Ormerod. Dr. R. 8. S. Statham. 
Dr. A. L. Flemming. Mr. H. Chitty. 
Dr. W. Kenneth Wills. Mr. C. H. Terry. 
Mr. Duncan Wood. Mr. Hey Groves. 
Mr. H. G. Kyle. 


University Library Sub-Committee. 


’, A. Smith. Dr. G. Parker. Mr. A. R. Short. 





BRISTOL 


MEDICO-CHIRURGICAL SOCIETY. 


INCOME AND EXPENDITURE ACCOUNT for the year ended 30th September, 1929. 





INCOME. 


Members’ Subscriptions .. 


Do., outstanding for 1928- 
1929 


Interest on Bank Deposits 


Interest on 
solidated Stock 


BALANCE SHEET as at 30th September, 1929. 


CAPITAL AND LIABILITIES. 


Sundry Creditors 
Capital as at 30th Sept., 
1928 ‘ oe 
Add Arrears of Subscrip- 
tions paid up 


Balance of Income and 


Expenditure Account as 


above 


16-18 CLARE STREET, 
7th October, 1929. 


321 4 


£400 4 per cent. 


560 16 9 


3RISTOL, H. E. 





EXPENDITURE. 
d. 
Grant to The Bristol Medico- 
Chirurgical Journal 


12 12 | Librarian—Honorarium 


Miscellaneous Expenses— 


Fortts—Refreshments .. 


Postages and Sundries 


Con- 


Printing and Stationery 
Audit Fee 
Lantern and Cinemato- 
graph at Meetings 
X-ray Viewing 
(4 share) 
Lewis’s Medical and 
Scientific Library 
& 8... 
440 
- 016 4 


Screen 


Subscription 


Postages 
Owe 5 0 

Wreath for Mr. Eycott.. 2 2 
————— 42 111 


Balance, being excess of Income over 
Expenditure carried to next Account 59 17! 


ASSETS. 
£ e@.. & -s: a. ete 08 


84 14 OU Cash at Bank- 
Current Account 163-18 2 


Account .. .. 17417 6 


Deposit 


4 4 £400 4 per cent. Consolidated Stock at 


Paes cost . . . . 
Members’ Subscriptions for 1928-1929 


outstanding 


59 17 11 
90 ed ES] 


£705 8 8 


——— | 


Audited and found correct, 
KEELER, F.C.A. 





MEETINGS OF SOCIETIES 


British Medical Association. 
(BATH AND BRISTOL BRANCH.) 


At a clinical meeting held in the Medical Library of the 
University of Bristol on Wednesday, 30th October, a large 
number of cases was shown. The following is a brief account 
of these, also of radiograms and pathological specimens 
demonstrated at the same meeting :— 


Mr. WILFRED ADAMS showed the following cases :— 


1. Carcinoma of the Stomach. Three cases treated by 
partial gastrectomy. The first was that of a man aged 59, 











A.= Growth. 

B.= Simple ulcer which is amenable to this type of opération. 

Shaded area is the small portion left after excision and forms the new stomach, 

Dotted line ** X.”’ represents line of division of stomach sewn up to constitute 
a new lesser curve. 

“Y” represents end of divided stomach making new pylorus, and was joined 
to duodenal stump. 
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who gave a history of seven years’ vague abdominal pain 
with severe hematemesis four months before he was first 
seen. Hemorrhage continued to recur for several months. 
On palpation there was swelling and resistance in the upper 
abdomen, and an opaque meal showed a filling defect in the 
pyloric end of the stomach with delay in emptying. After 
blood transfusion a partial gastrectomy was performed. Two 
months later he had regained strength, but was still liable to 
much pain at times. 

The second patient, a man aged 63, had for three months 
had no appetite, and in that period had lost two stone. There 
had been neither nausea nor vomiting. A lump was visible 
under the upper left rectus. At operation a bun-sized nodular 
cancer of the pyloric half of the stomach was found and 
removed by partial gastrectomy. Recovery from the operation 
was satisfactory. 

In the third case, that of a man aged 64, there was a 
history of three months’ dyspepsia, with rapid loss of weight. 
A lump was easily felt, and the opaque meal showed a gross 
filling defect, with delay, at the pylorus. This growth also 
was removed by partial gastrectomy, and two months later 
the patient was doing well. 

The technique employed was a modification of Schumacher’s. 


2. Mediastinal Growth. The patient, aged 26, had for two 
weeks slight pain and fullness in the right neck, with dyspnoea 
on exertion. The face and neck were puffy and congested, 
the veins were large, and there was a fullness palpable in 
the neck, but no tumour. On exertion there was obvious 
dyspneea. The skiagram showed a large mass in the right 
upper chest. Treatment by deep X-rays had been instituted. 


3. Three cases of Ankle Injury treated by open operation. 
The first patient, a woman aged 30, displayed an unreduced 
posterior dislocation of the ankle seven months after sustaining 
a Pott’sfracture. At the operation the fibula was cut through, 
the foot brought forward, and the tibial fragments screwed. 
The anatomical result was good, and the foot was working well 
nearly two years later. 

The second case, that of a heavy woman aged 36, was 
similar in character, and was treated according to the same 
plan, except that the tendo Achillis had to be divided. Three 
months later she could walk short distances only. 

In the third case, that of a man aged 25, the injury was 
a Pott’s fracture eight weeks old. Here also open operation 








PLATE XXVII, 
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was practised, the functional result remaining satisfactory 
eighteen months later 


t. ‘Three cases of Fracture treated with Ivory Pegs, ii 
each instance with excellent anatomical and functional result 
The mandible, the upper end of the right humerus, and the 
lower end of the right humerus were the bones concerned in 


these three cases 


5. Disease of the Urinary Tract to demonstrate the value 
of Pyelography. (f the four pvelograms shown, two wer 
from cases of renal tuberculosis and indicated condition 
were confirmed after nephrectomy, the functional results being 
satisfactory. In another, a case of post-partum pyelitis, the 
pyelogram showed the left kidney lying on part of the sacrum, 
whence it was successfully removed. In a_ fourth case 
pyelography proved that the right ureter was double and 
the left blocked by a stone. 


Dr. J. A. BrrreLu showed the following cases :— 


1. A case of Paget’s Disease of Bone. Mrs. M. M., 
aged 63, first seen in March, 1928, complained of shortness of 


breath with retrosternal oppression on exertion. She was well 
nourished and of good colour. Auscultation of an enlarged 
heart revealed an aortic systolic murmur and a second sound 
of poor quality. The feet were oedematous, the blood-vessels 
distinctly thickened. The blood-pressure was 150/80. As she 
turned away her gait was observed to be ‘* waddling,” and 
when questioned about this she confessed to pains in the shin 
for several years and headaches. 

Examination of the skeleton revealed a head of circum- 
ference 24 inches and marked bossing over the upper forehead, 
so that she had to wear the largest available hats ; very thickened 
and rounded clavicles ; the ribs disposed as in advanced 
emphysema ; the tibize rounded so that the crests might not 
easily be defined, the shafts withal curved with a forward and 
outward convexity. (Plate XXVII., Figs. 1,2, 3.) 

X-ray photographs taken by Dr. G. B. Bush revealed bony 
changes typical of Paget’s disease of bone. The Wassermann 
reaction was negative. With the progress of time the dyspnoea 
and unnatural gait have rendered walking more difficult, so 
that now she is wheeled about in a chair. Moreover, there 
appears to be a gradual vascular deterioration as gauged by a 
progressively rising blood-pressure, which to-day is 180/100. 
Within the last few months she has developed a copious 
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glycosuria with a blood sugar of 2 per cent. on an ordinary 
diet. 

There are two interesting features in the case. There is 
the fact that she complained of cardiac symptoms only, leaving 
those of the skeletal deformities in the background, so that 
the primary symptomatic diagnosis was that of atheroma. 
This is apparently often the case in the diagnostic history of 
Paget’s disease. There is furthermore the hyperglycemia ; 
diabetes insipidus is frequently associated with osteitis 
deformans, but the onset here of hyperglycemia provokes 
the speculation as to the pituitary gland being accountable 
both for the abnormalities of sugar metabolism and of skeletal 
design. 


2. A case of Pancreatic Infantilism. E. M., aged 133, was 
admitted to the Children’s Hospital in June, 1928. She had 
not progressed physically or mentally since the age of 5. She 
talked with the intelligence of a girl of 5, and with the exception 
of a partiality towards drinking water from flower vases and 
swallowing fluff picked from her blankets, she had been clean 
in her habits. She had been able to feed herself quite well, 
but had a great aversion to fats : any fat in her diet provoked 
vomiting. She could hardly move a limb, lying listless and 
displaying no interest in her surroundings. 

At first sight her appearance suggested progeria (Plate 
XXVIL., Fig. 4): alittle weak and wizened woman, prematurely 
senile; her skin dry, wrinkled and transparent; her hands 
shrivelled and almost weblike : her face shrunken, pallid and 
with a shy but precocious expression ; the hair greyish, listless 
and dry, lacking sheen, and eyes sunken in browless sockets ; 
the limbs generally gave the impression of bony stalks, lying 
amidst fatless and stringlike muscles, loosely enclosed in a 
sheath of parchment-like skin. There was a complete lack of 
sexual development. She weighed 1 st. 8 lb., and her height 
vas 3 ft. 5in. The Wassermann test was negative. There was 
no relevant family history. 

The cardiovascular system appeared normal, with a blood- 
pressure of 90 /65—there was no suggestion of atheroma, which 
is a characteristic of progeria, and the urea tests were normal. 

The abdomen was extremely distended and drumlike in its 
tenseness ; while a very large colon as revealed by skiagraphy, 
and the passage of very bulky and offensive pale stools of the 
consistency and appearance of soft putty, were features casting 
suspicion on the pancreas or colon. A diagnosis of pancreatic 
infantilism was tentatively made. 
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The urine contained no sugar; the glucose tolerance and 
diastatic tests were satisfactory. The dried faces contained 
a considerable excess of fat, with 66 per cent. of unsplit fat in 
the total fat content. 

X-ray examination of the skeleton showed a great lack of 
density of the long bones, with no evidence of rickets or pituitary 
fossa abnormalities. 

To test the truth of a lack of tolerance to fats, she was at 
first put on a diet of extra cream and milk ; the stools at once 
became much more bulky and offensive, and there were vomiting 
attacks. The diet was now replaced by one containing no fresh 
milk or fat : she was fed on condensed milk, rusks, meat ad lib., 
and half an ounce of meat juice daily, with some bread and 
vegetables. 

As regards drugs, thyroid was at first tried, to exclude 
the possibility of an unrevealed deficiency of this gland: 
this brought about no improvement. With her fat-free diet a 
drachm of Benger’s pancreatic extract was given three times in 
the day, and half an ounce of Armour’s liver extract at mid-day 
and evening—this line of treatment has been continued for the 
last twelve months. 

There has been a slow but consistent improvement, with the 
exception of a series of tetany-like convulsions during a week 
in January, 1929. She is now able to walk about and plays 
with other children. The stools are practically normal; the 
abdomen much less distended ; the general trophic condition 
is much improved and her weight is 2 st. 3 lb. She has, 
however, grown but 2 in. in height, and sexually there has 
been no advance. 


Mr. E. R. CHamBers showed the following cases :—- 


1. A case of Dermoid Tumour on the Sclero-corneal margin 
of a baby. It was whitish in colour, raised, its surface epider- 
moid and dry, sometimes covered with fine down or even hair. 
Histologically these growths possess the composition of external 
skin, they consist of a stroma of connective tissue covered with 
epidermis and contain hair follicles and glands. They are 
congenital and tend to increase in size. They can be shaved 
off the surface of the eve. 


2. A case of Rodent Uleer of the Upper Lid in a man aged 51. 
This was first noticed a year ago, but had probably existed 
much longer. It was treated with three doses of deep X-ray 
therapy. This completely healed it, but it subsequently broke 
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down over an area larger than it had to start with. Many doses 
of surface radium were then given. This healed it, but it has 
again broken down, and it is extending towards the inner 
canthus. Mr. Chambers suggested (1) that the lid should be 
removed and the orbit eviscerated, or (2) that radium needles 
should be used. 


3. A case of Tubercle of the Lachrymal Sac occurring 
in a girl aged 24. Pathological investigation confirmed the 
diagnosis. The sac was opened and scraped and packed with 
‘bipp.” Tuberculin injections were given over a long period. 
Tubercle of the lachrymal sac is a very rare condition, and is 
most difficult to treat. It is probable that the tuberculin 
played a considerable part in the cure, and that it should 
always be given a trial in this type of case. 


Mr. H. Cuirry showed the following cases :— 


1. A woman who was first seen in August last suffering 
from Carcinoma of the Left Breast. Malignant glands were 
present in both axille, but no tumour could be felt in the right 
mamma. The left breast was removed, and both axillz cleared. 
When the patient was seen early in October there were recurrent 
nodules of growth in the operation scar, and a very large mass 
could be felt in the right breast, which was red and cedematous. 
The case is being treated by deep X-ray therapy. 

2. A child aged 6 with Cleft Hands. Both middle 
fingers are absent, and skiagrams show on the right side fusion 
of the second and third metacarpals, the cleft passing between 
the third and fourth metacarpals, while on the left side it passes 
between the second and third. A maternal uncle has a similar 
condition of one hand but without suppression of any digit, the 
cleft passing between the third and fourth metacarpals. The 
condition as a rule shows a marked hereditary tendency. 


Dr. R. C. CLARKE showed a case of Mammary Hypertrophy 
in a woman aged 64, a nullipara. This condition, which was 
bilateral, had not been noticed till five years ago. 


Mr. J. ANGELL JAMES showed a case of Carcinoma of the 
Larynx treated with Radium. The patient was first seen in 
November, 1928, complaining of hoarseness and loss of voice 
for eighteen months. On examination a fixed whitish nodular 
mass was seen, in the position of the right vocal cord, extending 
anteriorly to the anterior commissure. posteriorly to the 
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arytenoid, lateraliv to the ventricular band. The pathological 
report on the specimen removed by direct laryngoscopy showed 
it to be a squamous carcinoma. At an operation, after 
fenestration of the right thyroid cartilage, nine milligramme 
radium needles were inserted. The radium was removed one 
week later. His voice is now as strong and clear as before the 
symptoms appeared. The right vocal cord is thicker than the 
left, and moves freely, but not as well as the left. 


Dr. S. Harpy Krixeston showed :— 


1. A series of cases and _ photographs _ illustrating 
Occupational Dermatitis and its Sequelae. These included 
examples of arsenical dermatitis : epithelioma in an anthracene 
worker ; epithelioma of the wrist in a taxi driver, a similar 
lesion in a tar worker, also epithelioma of the lip in a tar worker, 
and a ‘“‘ tar wart ”’ of the forearm ; an epithelioma of the face 
in a farmer, and one on the hand of a farmer; epithelioma 
caused by Rangoon oil on the ear and nose: epithelioma of 
the scrotum in a sweep ; epithelioma on the thumb of a baker ; 
epithelioma of the tongue in a cobbler; multiple rodent ulcer 
in a X-ray worker, and also X-ray dermatitis and tinea in a 
X-ray worker ; * barley itch ” (trunk); mayweed dermatitis ; 
Japanese oak dermatitis ; bomb dermatitis ; oil acne ; benzene 
eruption on the hands of a cleaner of golf balls ; dystrophy of 
nails in an orange cutter; and “chrome hole” in a colour 
worker. 


2. A case of Ichthyosis, a congenital hypertrophy of the 
horny layers of the skin, in which the skin is dry, scaly and 
looks dirty. This disease appears in the first vear, and increases 
in severity from the fifth to the fifteenth, then persists through- 
out life. The roughness of the skin causes adhesion of particles 
of dirt and dust, so that parents complain it is impossible to 
keep the parts clean. Thyroid will sometimes improve the 
condition. Frequent bathing is useful to remove the scales. 
In mild cases equal parts of glycerine and water applied once 
daily will keep down the scaliness and impart smoothness to 
the skin. In the more severe forms equal parts of olive oil 
and lanoline rubbed in after a daily bath are helpful. 


3. A case of the Premycotic Stage of Mycosis Fungoides in 
amanaged 55. Twelve years ago a patch of so-called ** eczema” 
first appeared on the inside of the right thigh. The irritation 
Was severe at all times. Since then this area has enlarged to 
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quite twice its original size. In addition many other lesions 
have appeared on the chest, arms and legs. The plaques were 
red, dry, scaling, infiltrated and irregular in shape and size, 
Islands of healthy skin appeared in between these lesions. 
The spleen, hair and nails were not affected. The disease 
proved rebellious to all forms of local treatment except 
electric light baths, and at a later date regression of symptoms 
followed the application of X-rays. But the condition 
has now relapsed. A blood count was normal. A section 
made shows infiltration of cells in the corium with signs 
of growing down and thickening of the interpapillary layer, 
(This patient was shown at the Royal Society of Medicine 
two years ago.) 


4. A case of Dermatitis Herpetiformis. ‘This is a rare 
disease with four cardinal symptoms: (1) The eruption is 
polymorphic ; (2) it is attended with itching and sometimes 
with pain ; (3) it is recurrent ; (4) the patient’s health remains 
good. 

The eruption consists of groups of vesicles arranged in 
erythematous patches usually well defined of discoid shape or 
with a gyrate outline from the coalescence of several neighbouring 
lesions. The size of the vesicles varies much more than in 
herpes, and bulle as large as a pea or nut are common. 
Eosinophilia may reach 20 to 90 per cent. of the cell elements 
of the fluid contents of the vesicle. 

No region of the skin is exempt, the forearm perhaps more 
than other parts. On the subsidence of the eruption pigmented 
stains are left. There may be severe febrile phenomena, 
sometimes diarrhcea, but no general wasting as in chronic 
pemphigus. An attack may last for weeks or months. In 
some cases the eruption recurs throughout life. It is a most 
distressing disease, and it renders the patient unfit for long 
periods from pursuing his avocation, but it is not dangerous 
to life. 

The treatment recommended consists of rest in bed, except 
in mild cases with a light occupation ; arsenic, quinine and 
antipyrin which are sometimes helpful; a strict vegetarian 
diet with limitation of the quantity of fluid ; while autogenous 
vaccines, sour milk, high rectal douches all have their advocates. 
Dusting powders of tale, starch and zinc are useful when the 
blister formation is excessive. 


5. A case of Lupus Erythematosus, of which there are two 
main types : (a) Cireumscribed and chronic, constituting about 
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80 per cent. of the cases in this country ; (b) a disseminated 
type, more or less acute. 

This case is of the first type, which usually attacks the face 
where the skin is stretched and capillaries defective, as on the 
malar prominence, the bridge of the nose, and the ears. Note 
the rose-red, irregular shaped patches on the cheeks, replaced 
in some areas by thin whitish scars indicating retrogressive 
changes of an atrophic character. 

The eruption has progressed slowly and relentlessly in spite 
of salicin and quinine internally, CO, externally, but in some 
other cases the administration of krysalgin has produced 
amelioration of the disease. 

No local source of infection such as the tonsil was 
recognizable. 


6. A case of Lupus Vulgaris, after treatment with acid 
nitrate of mercury. 

There is profound disfigurement, ectropion, pale scarring of 
cheeks, the result of extensive ulceration, rather than of deep 
ulceration with bony destruction as in syphilis; also there is 
no involvement of the scalp as in jupus erythematosus. 


7. A case of Summer Prurigo. Hutchinson’s summer 
prurigo is a papulo-vesicular eruption affecting the face, neck 
and upper extremities. The history of its first appearance in 
early childhood, and the periodical recurrence in the summer, 
are usually sufficient to make a diagnosis from other pruriginous 
eruptions. Hutchinson advised arsenic in gradually increasing 
doses. Many take as much as six or seven minims of Fowler’s 
solution thrice daily. Ichthyol internally has also been 
advocated. Any deviation from the general health should be 
attended to, and the lesions should be dressed with a soothing 
lotion, such as lead and tar. 


8. A case of Lichen Planus, showing the characteristic 
eruption of lilac-coloured flat-topped papules varying in size 
from a pin’s head to a millet seed or a little larger. White 
opalescent points or striz forming a fine network are visible. 
This sign (first pointed out by Wickham) is pathognomonic. 
On the disappearance of the spots pigmentation remains. <A 
prolonged course of arsenic appears to increase the latter. The 
eruption is rarely seen on the face, scalp or nails, but the 
mucous membrane of the mouth is affected in at least one half 
of the cases. The favourite site in the mouth is the inner 
aspect of the cheeks opposite the teeth, where the lesions are 
white porcelain-like patches of irregular shape or a network of 

Z 
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fine strie. Itching is almost always present, and is worse at 
the beginning of an attack. The acute cases tend to clear up 
in a month or two. Occasionally the disease persists for years. 

Treatment consists of freedom from worry and anxiety. 
Warm sedative baths are comforting ; sodium bicarbonate, a 
teaspoonful to each gallon of water, should be used. Locally 
X-rays in weak doses produce the best results. Salicin, arsenic 
and mercury are all of service. Menthol, camphor and phenol 
are also useful when applied locally. 


9. A case of Aene Rosacea. 


Professor J. A. Nixon showed the following cases :— 


1. A young woman aged 32 who had recovered from 
Ulcerative Colitis. When seen on 5th November, 1928, she 
had been passing blood and mucous per -rectum for five or 
six months, and had pain on the left side of the abdomen. 
Sigmoidoscopy showed the presence of ulcerative colitis. After 
three weeks of colon lavage she was still very ill and no 
improvement was noted. On 27th November transverse 
colostomy was performed by Mr. Short, and after colon washes 
with a solution of potassium permanganate she graduall 
improved. By April, 1929, the colostomy wound had closed, 
and on 22nd May she was discharged well. 


2. A case of Uleerative Colitis in a young woman aged 24, 
admitted on 13th July, 1929, complaining of pain in the 
abdomen for a week. She had had “ piles ~ for one month. 
Per rectum round nodules were palpable in the mucosa or 
possibly outside the gut in the hollow of the sacrum. On 15th 
July sigmoidoscopy by Mr. Chitty showed the whole of the 
mucous membrane to be red and inflamed, with small polypoid 
growths of mucosa. Within reach of the finger were round 
nodules which were not fixed ; they appeared to be under the 
mucosa. Under treatment by colon washes the stools did 
not improve and still contained bright blood. On Sth August 
Mr. Chitty made a transverse colostomy, followed by colon 
washes through the colostomy with potassium permanganate 
1/5000. A sigmoidoscopy by Mr. Chitty on 19th September 
showed the mucous membrane still inflamed and bleeding when 
the sigmoidoscope was passed. By 30th September the colon 
washes were clean. 


3. A case of Diabetes Mellitus in a man aged 57, complicated 
by a left pvonephrosis which was drained on 21st July, 1929. 
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This was followed by development of an abscess in the right 
arm. On 29th August he was discharged from the Bristol Royal 
Infirmary, stabilized on insulin m 10 b.d., double strength. 
On 19th September he was re-admitted, with glycosuria and a 
gluteal abscess, which was drained. On 22nd October he was 
discharged stabilized on insulin m 15, double strength, b.d. 


4. A case of Crossed paralysis in a man aged 45. On 
admission on 2nd October he complained of stiffness of the 
left side of the face and pain. He had had headaches for the 
last three or four months, and had vomited precipitately at 
rare intervals without nausea. He occasionally stumbled and 
tripped over one foot. There was no history of injury. On 
examination he showed left-sided facial paralysis and right- 
sided hemi-paresis. Blood-pressure: systolic 102, diastolic 70. 
His memory had not been good for the last six months ; he had 
forgotten a very familiar verse of a song completely. Articula- 
tion was difficult. The spinal reflexes were more brisk on the 
right side than the left. The right side was weak. There were 
no objective sensory changes. He showed Bell’s palsy on the 
left side, and his hearing was not so acute on the left as on the 
right side, but he complained of no deafness or tinnitus. His 
tongue deviated to the right. The fundi were not abnormal. 
The Wassermann test was negative. Cerebro-spinal fluid : cells 
2 per cmm., globulin test negative, total protein 0-025 per cent., 
glucose 0°075 per cent. No micro-organisms in smears or 
cultures. 


Dr. Percy Puiuurps showed the following cases :— 
1. A case of Hereditary Deforming Chondrodysplasia. 


Case.—R.C., aged 25 years. 


Occupation.—Infirmary attendant. This man came under 
medical observation when being examined for appointment. 
Weight, 9 st. 7 lb.; height, 5 ft. 9 in. 


History.—F¥irst noticed “‘ lumps ” on legs at age 5. These 
have grown steadily since, but not during the last four years. 
No serious illnesses. 


Complaining of. —No symptoms. Can play tennis and other 
games. Extremely sensitive about his deformities, and will not 
attend to be seen. Has carried out his duties satisfactorily for 
the past twelve months. 

This disease, sometimes known as multiple congenital 
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osteochondromata, is probably an hereditary disturbance of 
metabolism of cartilage and bone. 


Clinical features.—It is three times as common in males 
as in females, begins in early life, and is characterized by the 
appearance of multiple growths in the bones. These growths 
are merely incidental and not the essence of the disease. The 
bones most commonly affected in order of frequency are the 
femur, tibia, humerus, fibula, radius, ulna, phalanges, ribs, 
scapula, and pelvic bones. Face and skull are rarely involved. 
The changes may be divided into two main groups: (a) growth 
retardation ; (b) proliferative changes. 


Sites oF Cronokoronei, 


(a) Growth retardation.—This may affect form, length or 
thickness of bone. The bones may be normal in length but 
remain thin and delicate. Cyst formation may be visible in the 
X-ray. Under-development of the fibula may give rise to a 
condition of pes valgus, whilst that of the radius may cause 
deformity of the wrist with ulnar deviation. 


(6) Proliferative changes.—These have been observed both 
distal and proximal to the epiphyseal line. Early disappearance 
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of this line is a striking feature of the X-ray. In the epiphyses 
there is enlargement and distortion of the bone. Outgrowths, 
sometimes stalactite-like in form, may encroach upon epiphyses 
but originate in the diaphysis. In the shaft of the diaphysis 
appear a number of definite exostoses. These often appear as 
a result of injury. It appears as if the bone were specially 
sensitive to injury and reacts in this way. The disease ceases 
when skeletal development is complete. 

Pathology.—The nature of this disease is a disturbance 
of bony metabolism occurring early in life, or perhaps in 
utero. 

Honeij states : ““ In the stabilized stage of the disease calcium 
metabolism differs little from normal, whether the abnormal 
subject is maintained on a calcium-poor or a calcium-rich diet. 
In the progressive stage calcium metabolism is markedly 
different from normal in that calcium is lost from the body.” 
Nests of cartilaginous cells may be left under the periosteum 
covering the ends of the shaft. These remain uncalcified, but 
at a later date they may develop into chondromata. 


2. Two cases of Syringomyelia. 


Dr. A. T. Topp showed the following :— 


1. A group of cases of Malignant Disease treated with 
Lead Selenide. This treatment is not in any way regarded as 
a cure for cancer. The cases accepted for treatment are all 
advanced and inoperable. Many of them have so extensive 
an invasion of tissues that recovery would leave them crippled, 
even if all the cancer was destroyed. 

The object of this trial is to show that this colloid does act 
on cancer ; these few cases, chosen out of many, definitely show 
that there is an action. It is hoped to save life in cancer by the 
combination of this treatment with radium, X-rays and surgery 
in earlier cases. 

But even in very advanced cases it is found that this 
colloid often causes marked prolongation of life, and that it 
often reduces the pain of cancer, even when morphine has no 
action. 


(a) Carcinoma of Ovary. This case was shown to demonstrate 
the marked immediate improvement which lead selenide gives. 
It was a rapidly-growing carcinoma which spread over most 
of the peritoneum. There had been almost complete relief 
of symptoms, marked diminution of the masses of growth, 
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considerable gain in weight and strength; so much so that 
the patient has expressed a wish to be allowed to return 
to work. 


(6) Sarcoma of Ileum. ‘The patient was sent to Mr. Walters 
suffering from paralysis and anesthesia of her right leg and 
thigh. She had a large hard mass which appeared to arise out 
of the pelvis on the right side. At operation this was found 
to be a large sarcoma, and removal was considered impossible. 
She was in fairly good general condition, had wasted little, and 
from the length of her history it was obvious that growth 
was slow. 

Treatment by lead selenide started two years ago, and is 
still being given at long intervals. 

Improvement was rapid. After the second injection there 
was a sudden return of sensation in the leg. This return was 
so sudden that it produced a nervous storm in the patient. 
The paralysis was more slow but steadily improved. The mass, 
which was about the size of a full-term pregnancy, gradually 
shrank, and by the end of a year was only just palpable. Now 
the mass cannot be felt. 

The patient has gained much weight, has no pain, has 


completely regained sensation, and has so much gain in motility 
that she can walk several miles a day. 

A point worthy of investigation in this case was the 
remarkable return of sensation. 


(c) Sauamous Carcinoma of the Lip. This man had a 
carcinoma of the lip removed at the General Hospital. A 
recurrence followed shortly afterwards, which was removed 
surgically. Recurrence took place again at a slightly longer 
interval. When he was sent to Dr. Todd the patient showed a 
small mass in the lip sear, two glands about the size of hazel 
nuts in the submaxillary region, and smaller glands down the 
neck. He had wasted, felt ill, and had a good deal of pain, 
especially on eating and smoking. 

He was treated as an in-patient with D,S, and showed 
rather rapid subjective improvement. More slowly the 
masses of growth first stopped increasing, and then began 
to disappear. 

For over a year his condition has been as at present, no 
evidence of the former readily-visible masses is to be found. 
There is only some scarring of the sites of carcinoma. He has 
gained a good deal of weight and strength and has lost his 
dysphagia. Some feebleness and anorexia remain. 
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(/) Squamous Carcinoma of the Tongue, in a man aged 
over 70. When first seen about two years ago he had a very 
large cancerous ulcer of his tongue which had invaded the 
pillars of the fauces. The ulcer was the size of a penny. There 
were large glands under the jaw and in the neck, forming 
outstanding masses. He was ill, wasted and had considerable 
pain. His condition was so advanced that serious treatment 
was not thought profitable, but it was considered that treatment 
might diminish the pain. 

He was treated throughout as an out-patient, going home 
an hour after injection of D,S each week. For about six months 
there was little change, but no extension of growth occurred. 
After that there was a slow diminution of both ulcer and 
glands, and before the end of a year all had disappeared. 

Now there remains a painful scar which has deformed the 
tongue and pinches some of the sensory nerves. The present 
condition has been stationary for a year. He has gained much 
in weight and strength. His only troubles are some constipa- 
tion and the pain around the ear. He received no treatment 
except injections of D,S, 7.e. colloidal lead selenide. 


(e) Carcinoma of Ovary. Sent for treatment by Mr. Statham, 
and found to have a generalised carcinoma of peritoneum from 
® malignant ovary. The growth was so rapid that recurrence 
was found in the incision before healing had time to occur. 

Rapid improvement followed lead selenide, and the masses 
quickly disappeared. A return of pain and reappearance of 
the masses was noted about nine months ago. On the whole 
there has been a marked improvement, enough for the patient 
to live at home and do some work for about a year. 

Treatment has been much interfered with in this case by 
completely extraneous causes, and also because the patient has 
shown a dyspepsia with vomiting after injection. This is 
considered to be due to partial stenosis of several parts of the 
intestine due to fibrosis of regressed cancer. This type of 
cancer, 7.e. that of the ovary, appears to be very easily attacked 
by lead ; in a number of such cases stenosis has followed and 
required short circuiting operations. These have all been very 
widespread cases, which would have survived only a short time 
without treatment. It is considered that less widely-spread 
cases will give good results with this treatment. 


2. A case of Lymphadenoma. This condition is regarded 
as neoplastic by some and is included in the neoplastic diseases 
by Ewing. Here it is not so regarded, but is considered to be 
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a disease closely related to the microbic granulomata. It has 
very close affinities to tuberculosis and to kala-azar. It is very 
little amenable to treatment, although a temporary betterment 
usually follows X-radiation. On the whole it is a rapidly 
fatal condition, and the mortality is greater than that of 
cancer. 

This patient was sent by Dr. L. A. Moore. He complained 
of weakness, loss of appetite and fullness of the abdomen. On 
‘examination he was found to have a very large spleen, 
mediastinal glands and smaller gland masses about the neck, 
axille and groins. 

He was given intensive arsenic treatment in the form of 
novarsenobenzol intravenously, dose 0°9 gramme, and _ by this 
time has been given 25 grammes. In addition he has had 
X-radiation applied to his liver four days after each injection. 
Of late he has been given a few doses of bismostab. He has 
done very well, the spleen has disappeared and the glands are 
much diminished. 

The theory of this treatment is largely hypothetical. It 
is presumed that lymphadenoma is really a neoplastic disease, 
and that the site of “ primary” growth is the liver. That this 
may be true in some cases may be the explanation why some of 
the cases do respond. So far, amongst about fifteen cases tried, 
only three have been at all a success. 


Dr. KENNETH WILLS showed the following cases :— 


1. A case of Lupus Erythematosus treated by subcutaneous 
injection of sanocrysin (gold thiosulphate) in doses of 0°01—0°'02 
grammes weekly. 


2. A case of Pityriasis Rosea in a girl aged 13. There 
was a typical herald patch, the exanthema appearing ten 
days later. 


3. A case of Lupus Vulgaris of verrucous type on the 
nose, treated by pyotropin. There is now no active lesion 
present. 


4. A case of Rodent Tumour of eleven years’ duration, to 
show how slow growth is in the beginning, and how long a 
period may elapse before cases may come for treatment. 


Mr. E. Wartson-WILtiams showed a case of Keratosis 
Pharyngis with unusual distribution of masses, and said to be 
hereditary. 
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The patient, a young adult male, had noticed the appearance 
of white patches on his tonsils two months previously, when 
in good health. There was no pain, but a sense of discomfort, 
which has latterly become quite severe. The general health 
had been poor for a month, possibly on account of worrying 
about it. The patient states that his father had a similar 
condition “‘in white streaks *” for many years, but it cleared 
up when he was about 45. 

On examination are seen, on the left tonsil, a linear fringe 
of finger-like processes arranged along its posterior margin. 
These are about 2 to 7 mm. in length, about 2 mm. in thickness, 
and slightly club-shaped ; the “smaller whitish, the larger 
brown towards the tip, or nearly black. On the right tonsil 
are three such processes, one above the other, and also one 
low patch. Usually there are a few low, slightly conical 
patches irregularly scattered about the surface of the tonsils, 
ete., with a tendency to symmetry as regards the two 
sides. 

These projections are produced by an overgrowth of 
epithelial cells. They are firmly attached to the surface, 
and if removed, which requires firm scraping, a raw surface 
is left. The condition affects lymphoid tissue in the pharynx, 
most commonly the tonsils ; the lingual tonsil, naso-pharyngeal 
tonsil, and lymphoid patches on the back of the pharynx 
may all be affected, and a few cases have been recorded in 
which the larynx was involved. The symptoms are often 
inconspicuous, but a sense of harshness or discomfort in the 
throat is usual, not amounting to pain. The affection may be 
transient, spontaneously disappearing, or may last for months, 
or may recur. The general health is not affected, though 
keratosis is said to attack those in poor general health. Local 
removal of the masses is useless, and unless they are confined 
to the tonsils no local treatment should be attempted. If 
confined to the tonsils, and causing worry, the tonsils may be 
removed. 

The etiology is obscure. The condition must be 
differentiated from chronic lacunar tonsillitis—in this the 
cheesy masses are crypt exudate, and can be easily removed— 
from diphtheria, and from syphilis. 


Mr. Duncan Woop showed a case of a boy aged 7 with 
Baker’s Cyst of Knee. There wasa history of two years’ painless 
swelling of the right knee, with one month of swe Hing behind the 
right knee. 
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On examination the right knee was swollen and warm to 
the touch, fluid was present, there was tree movement of the 
joint, and a fluctuating swelling in the popliteal space. The 
Wassermann reaction was negative. The X-ray showed 
irregularity of inferior articular surface of the femur. It was 
suggested that the cyst should be removed, as this would help 
in a diagnosis of the cause of the arthritis. 


Dr. F. J. A. Mayes showed a series of skiagrams from cases 
of Congenital Deformity of the Hand; Disease of the Nasal 
Accessory Sinuses, Sphenoidal and Antral; Tuberculosis of the 
Lungs; Gastric Ulcer. 


Dr. G. Bb. Busu showed a series of skiagrams illustrating 
the methods of Radiological Investigation of Diseases of the 
Gall-bladder. 

A complete examination includes :— 

(i.) Careful radiography to show such stones as will cast a 
shadow, and with modern technique about 40 per cent. of all 
stones should thus be discovered. 

(ii.) Special films to differentiate the shadows of gall-stones 
from the many other shadows that may be confused with them 
in this region. 

(iii.) A search for indirect signs of gall-bladder pathology 
by means of an opaque meal, which may demonstrate reflex, 
pressure or traction effects on neighbouring viscera, such as 
stomach, duodenum or colon. 


(iv.) The visualization of the gall-bladder and the study of 
its functions by cholecystography, a method which is now 
simple and free from unpleasant symptoms, and which will 
reveal the majority of stones which are not seen by straight 
radiography. 

Skiagrams were shown demonstrating all these points. 


In addition, three skiagrams were shown of a single case 
which, on investigation by an opaque meal, showed all of the 
following abnormalities :— 

(1) A calcified deposit on or just under the left leaf of the 
diaphragm, probably an old inflammatory lesion such as a 
small basal empyema, or subphrenic abscess. (The patient 
had a hematemesis many years ago, and a leakage from a 
gastric ulcer high up may have accounted for this.) 
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(2) Sear of a healed gastric ulcer half-way along the lesser 
curve of the stomach. 

(3) Gastroptosis, and delay, the duodenal bulb lving to the 
left of the mid-line. 


(4) Congenital mal-position and mal-development of the 
second and third parts of the duodenum and of the jejunum, all 
the coils lving to the right of the mid-line, and in the right 
iliac fossa. 

(5) Marked coloptosis. The czcum lay to the left of the 
mid-line and very deep in the pelvis, but was not fixed. There 
was some stasis and spasm of the circular fibres. The position 
of the cecum may be partly congenital in origin, owing to 
abnormal mesenteric attachments. 


Dr. A. L. Taytor showed the following specimens :— 


1. Ulcerative Endocarditis of the Aortic Valve and of the 
Mural Endocardium, with dilatation and hypertrophy of the 
left ventricle, from a syphilitic male of 47. The left ventricle 
is grossly dilated and somewhat hypertrophied. The cusps 
of the aortic valve are largely destroyed by massive friable 
vegetations, which have spread over the endocardium of the 
ventricular wall and over the ventricular aspect of the mitral 
valve. (Plate XXVIII., Fig. 1.) 

Septic infarcts were present in the spleen and both kidneys. 

It is obvious that there is gross incompetence of the aortic 
valve, and this has resulted in a compensatory dilatation of 
the ventricle in order to accommodate the regurgitant blood, 
as well as in hypertrophy of its muscular wall, so as to deal 
with a larger quantity of blood at each beat. 

The aorta of this case presents also numerous raised fleshy 
patches (A, A), confined chiefly to its ascending portion, and 
particularly to the region immediately beyond the aortic ring. 
These patches are characteristic of syphilitic mesaortitis. Their 
great danger lies in their close proximity to the orifices of the 
coronary arteries, occlusion of which may in some cases result 
in dramatically sudden death. 

2. Ulcerative Endocarditis Affecting the Mitral Valve and 
Mural Endocardium, with gross mitral incompetence, from a 
woman aged 31, who gave a history of chorea and _ heart 
trouble when a girl. The clinical picture was typical during 
the two months’ treatment in hospital : loud systolic murmur, 
chest pains with slight hemoptysis, renal pain with hematuria, 
attacks of severe pain in the splenic region, and purpuric 
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rashes. At post-mortem almost every organ in the body was 
found to contain old or recent infarcts. (Plate XXVIIL., Fig. 2.) 

The mitral valve is the seat of large vegetations which have 
almost completely destroyed both flaps. Massive vegetations 
are present also in the mural endocardium of the left auricle 
and left ventricle, and on the papillary muscle. The aortic 
valve is intact. 

This case contrasts with the previous one in that there 
is little dilatation and no hypertrophy of the left ventricle. 
On the other hand, the right side of the heart is enlarged, 
following back pressure through an incompetent mitral valve. 


3. An enormous Aortic Aneurysm producing deep erosion 
of the dorsal vertebrze, from a syphilitic male aged 48. For 
six weeks before admission in January there was severe pain 
in the back and left lumbar region, stabbing and aching in 
character. Death occurred after ten weeks in hospital, during 
which time the pain became much worse and _ practically 
continuous, with progressive emaciation. X-rays showed a 
large fixed mass in the posterior mediastinum, which later 
transmitted pulsation into the epigastrium. 

The specimen shows a large sacculated aneurysm arising 
in the posterior wall of the thoracic aorta, where its orifice is 
seen to be quite small, and extending backwards to form a 
large sac filled with laminated blood-clot. Where it has come 
into contact with the vertebral column this has been eroded 
and destroyed in a quite remarkable manner, the vertebral 
bodies being affected far more than the fibro-elastic inter- 
vertebral discs. (Plate XXVIII., Fig. 3.) 

The ascending aorta showed the typical lesion of syphilitic 
mesaortitis ; the patient had chronic superficial glossitis, and 
a Wassermann reaction taken before death was positive. 


Dr. A. D. Fraser showed a series of specimens of 
Carcinoma of the Stomach. 

One of these specimens was removed from a man aged 82, 
who died after profuse hematemesis. There was an ulcer 
on the lesser curvature near the pylorus. The outside of 
the stomach wall was adherent to a dense mass of omental 
tissue and swollen lymph glands. The base of the ulcer was 
formed of part of the muscular coat and the serous coat. 
Thickened vessels could be seen in the floor of the ulcer, and 
small erosions was present in their wall. There was no acute 
inflammatory reaction. Microscopic examination showed 
carcinomatous change. 
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The Medical Library of the University 
of Bristol, 


WITH WHICH IS INCORPORATED 
The Library of the Bristol Medico-Chirurgical Society. 


The following donations have been received since the publication 
of the list in October, 1929. 
December, 1929. 

Professor R. J. A. Berry (1) .. = .. 26 volumes 
Professor E. W. Hey Groves (2) a a 3s C, 
Mrs. E. G. D. Hailes (3) ne ae He 1 volume 
Government of India (4) : Pe l 
Rockefeller Foundation (5) me - ws S 
Mr. Rendle Short, F.R.C.S. (6) : 2 volumes 

Unbound periodicals have also been received from Professor 
E. W. Hey Groves and Dr. Carey Coombs. 


THE ONE HUNDRED AND THIRTIETH 
LIST OF BOOKS. 

The figures in round brackets refer to the figures after the names of the donors. 
The books to which no such figures are attached have either been bought from 
the Library Fund or received through the Journal. 

Back, I., and Edwards, A. T. Synopsis of Surgery 
Ballance, Sir C. A. .. History of Surgery of Brain .. a 
Barker, L. F. .. .. Laboratory Manual of Human Anatomy 
Benisty, A... .. .. Clinical Forms of Nerve Lesions .. 
Benisty, A... .. .. Treatment of Nerve Lesions 1918 
Berry, R. J. A... .. Hssentials of Regional Anatomy ae 1900 
Bony, BR. 0, A... .. Varina Paperety .. .. 2. «s ay phe ete. 
Billington, W. .. .. Movable Kidney oo be of cc es ORG Pe 1689 
Bohler, L. .. .. .. Treatment of Fractures .. aS ee 1929 
Broa, A. .. .. .. After-effects of Wounds of ie 8 veil edie 1918 
Broca, A., and Duecroquet Artificial Limbs wo tee et 1918 
Chatterji, K. K. .. Handbook of Operative biden me ond E “dl. 1921 
Cotterell, E. .. «+ The Pocket Grays Anatomy .. 1899 
Crile, G. W. .. «+ The Kinetic Drive ee 1916 
Crile, G. W., and Lower, W. E. -Anoci- Association. . ee rats 1914 
Cumston, C. G., and Patry, G. Surgical Treatment of Non- witiainaiie 
Affections of SMA. «0 we ae te 1G 192] 
Cunningham ic «os  Pexebook of Anatom <5 5% scr cu ee 1902 
Danforth, C. H. oo UR a. Foe, at eet we eae er oe xes 1925 
Davis, J. S. os nnn Phage Sargeeg: cs cc as se ee es (A 
Dercum, F. X. .. .. Physiology of Mind Niet er sara Ed. 1929 
Digby, K. H. 3... =... Immunity in Health eanardi aan rere ee 1919 
Dollar, A.W. .. .. Regional Veterinary Surgery .. .. .. .. (8 1912 
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Doran, A. H. G. -. Catalogue of Obstetrical Instruments of Museum 
Of CR, One gs. as i a ee, a 

Douthwaite, A. H. .. Treatment of Rheumatoid Arthritis oe bee 

Dujarier, C. L. .. .. Anatomie des Membres .. .. .. .. .. (2) 

Ernst, F. G. -. + Orthopaedic Apparatus .. «2 ws «2 «- (2) 

Elder, W. .. .. .. Studies in Psychology 

Falconer, W. .. .. Lssay on the Bath Waters 

Guide to Exhibition Galleries of BAM. penal Neier iin ates (ONE Bare 

Herman .... .. Difficult Labour... .. : jet Sie (HOD 

Higgins, H. .. .. Biological Reversion and Hip ypoeratic Anatomy 

Howson os oy «« WWandbook jor the Dambless i. ci as <« (2) 

Hull, A. G. ..  .. Surgery in War 

Jones, R. .. .. .. Notes on Military ilihionge dic 

Jeanneney, G. .. .. Cuncer ‘ gen eee 

Keen, W. W. .. ..) Treatment of Wi ar W ou as eee nd Bd. 

Kemper, G. W. H. ... The World’s Anatomists .. 

Kirk, N. T. .. oe. Amputations Be Ete ee > Fae Teak as 

Le Double, A. F. .. Traité des Variations du Systeme Musculaire 
Vv Homme. Vols. I., UU. 

Lipschiitz, A. .. ».. Internal Secretions of Sea Glands 

Mackie, T.G. .. .. Post-operative Tetanus 

Magnus, G. ee Frakturen und Luxationen  .. .. 

Martinier, P. and Lemerle, G. Injuries of Face and Jaw 

Mennell, J. BL .. .. Massage 6 dela” ere 

Merkel, F. .. .. .. Handbuch der Hecmiind n Anatomic. Vol 
II. Se ro ne a 

Monrad-Krohn .. .. Clinical Examination of Nervous System... Ath Ed. 

Norris, GW. .. «.. Blood Pressure... .. «. «. «+. Srd Ed. (2) 

Notes on Cancer does a Rae Troe a. Prati garter ety Ll Cae ma Oe 

Paget, 8. .. <«. «+ Pasteur and after Pasteur ..  .. ws 9.« (2) 

Paterson, A. M. .. The Sternum 

Paterson, H. J... ..  /ndigestion.. 5 ae ee 

Playfair, J... .. .. Wethod oj Constr ssiitien Vapor Baths 

Power, D'Arcy .. .. The Practitioner's Surgery Vol. 1. 

Practitioner's Guide to Clinical Research Aes obey eee yl, 

Rawlings, L. B. .. Landmarks of the Human Body .. .. ith Ed. 

Roberts, H. -» «+ Recent Work on Colporrhaphy 

Savage, W.G. .. .. Prevention of Tuberculosis 

Schmidt, O. ~. ee) The Mammalia ae he ee 

Shennan, T. .. ..  Post-mortems and Morbid Anatomy... 

Sonntag, E. ..  «« Grundriss der gesamten Chirurgic .. 2nd Ed. (2 

Sternberg, W. .. .. Technique and Method of use of Sternberg’s 
Gastrosco py Ae oo CONT oe eC 

Stopes, M.C. .. .. Wise Parenthood ese soe ee, FO ‘th Kd. ( 

Souttar, H. S. .. .. Radium and its Surgical he plications ee Ure 

Syme, J. .. .. .. Diseases of the Rectum .. .. .. 3rd Ed. (1 

Testut, L. .. .. .. Vraitéd@anatomice Humaine. Vol, 1. 3rd Ed. 

Thompson, A., and Miles, A. Wanual of Surgery Vol. UL. 6th Ed. 

Titchener, E. B. .. An Outline of Psychology 

Triepel, H. .. .. .. Nomina Anatomia 
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Triepel, H. .. .. .. Die Anatomischen Namen -- «- ord Ed. (1) 1910 
Tubby, A. HH. .. ..  WMalleable Iron Splints ci co cach ee ene Ree 
Turner, A. L., and Porter, W. G. Skiagraphy of the Accessory Nasal 
SUNMEER occ ox ee ee. cm ‘ee as oe SOR eee 
Vazifdar, N. T. .. .. Physiology of the Central Nervous System Sth Ed. (6) 1929 
Whetham, W. C. D., and Whetham, C.D. An Introduction to Eugenics (1) 1912 

Wiggers, an ae par The Pressure Pulses in the Cardiovascular 
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Medical Society’s Transactions. Vol. 52.. .. ...2- «+ «2 «+ «« 1929 
Methods and Problems of Medical Education. 14th Series «>. o« (3) EGQ8 
Ophthalmic Yearbook. 7th er a ee nee a ee mee eee S| oad 
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Publications of First Orthopedic Division of the Hospital for Ruptured 
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Surgical Clinics of North America. Oct., 1929 ..  .. .. .. «- «- 1929 
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Local Medical Notes. 


Harveian Society : Buckston Browne Prize.—The President 
and Council of this Society have awarded the biennial Buckston 
Browne Prize of £100 and medal to Dr. C. Bruce Perry for an 
essay on ‘‘ Chronic Streptococcal Illnesses.’ 

NEW APPOINTMENTS. 

University of Bristol—Demonstrator of Anatomy: C. 
Perry, M.D., M.R.C.P. 

Bristol General Hospital.—Surgeon : Duncan Wood, F.R.C.S. 
Dental Surgeon : Norman H. Kettlewell, L.D.S., R.C.S. (Eng.), 
H.D.D., R.C.S. (Edin.), L.M.S.S.A. (Lond.). Assistant Physician 
to the Skin Department: Norman F. C. Burgess,‘ B.A., M.D.., 
M.R.C.P. Assistant Surgeon: 8. J. H. Griffiths, M.B., Ch.B., 
FRCS. 

Bristol Royal Infirmary.—Senior Resident Officer: A. R. 
Williams, M.B., Ch.B. (Bristol). 

EXAMINATION RESULTS. 

University of Bristol.—Students of the University have 
recently passed the following examinations :-— 

M.B., Cu.B.—Supplementary First Examination. Pass : 
Grace J. V. Ball, K. P. D. Griffiths, G. L. L. Gurney, T. R. V. 
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Gurney, K. C. P. Smith, 8. P. N. Williams. Jn Chemistry and 
Biology only: lrene G. Hamilton, Ursula W. Wood. 


L.D.S.—Supplementary Preliminary Science Examination. 
Pass: In Biology (Completing Examination), R. L. Royal. 


University of London.—M.B., B.S.: Doreen G. C. Nixon. 
L. E. Vine. Royal College of Surgeons.—Final F.R.C.S.: 
E. F. King. Primary F.R.C.S.: T. H. Berrill, J.T. Chesterman. 


Consomnt Boarp. — M.R.CS., L.R.C.P.— Pass: In 
Elementary Biology, E. R. Atchison. In Medicine, C. H. Pauli, 
*A. C. Price. In Surgery, *A. C. Price, G. F. Langley. In 
Midwifery, *A. C. Price, G. F. Langley, W. Woolley, W. L. 
Sleight, A. A. G. Flemming, *N. L. Price. In Pathology, 
K. I. Nicholls. 


L.D.S., R.C.S.—Part I. (Dental Mechanics). Pass: R. E. 
Morgan, W. A. Duly, W. U. Harwood. Part IJ. (Dental 
Metallurgy). Pass: R. E. Morgan, T. M. Ayliffe, E. R. 
Dowland. Part III. (a) (Anatomy and Physiology). Pass: 
F. §. Bromley, R. H. Green, O. F. Harley, M. D. Hooper, 
P. J. F. Shepherd, H. W. South, W. N. Trays. Part III. (b) 
(Dental Anatomy and Physiology). Pass: G. E. Chadd. 


Society of Apothecaries.— L.M.S8.S.A. (October, 1929). : 
*T. M. White. 
* Qualified. 


The Annual Dinner of the Bristol Medical School was 
held at the University Union (Victoria Rooms) on Thursday. 
December 12th. Professor G. A. Buckmaster was in the Chair, 
and the guest of the evening was Sir John Rose Bradford, 
K.C.M.G., M.D., F.R.S., President of the Royal College of 
Physicians. 

After the king’s health had been honoured, the President 
proposed the toast of “the Guest of the Evening,” which was 
received with great enthusiasm. Sir John Rose Bradford 
returned thanks, and in his reply proposed the health of 
‘**'The Bristol Medical School.”” Mr. A. E. Iles, F.R.C.S., and 
Mr. J. L. S. Coulter responded for the past and_ present 
members of the School. Dr. J. A. Nixon proposed the toast 
of the President, and Professor Buckmaster replied. 

After the tables had been cleared the usual dance took 
place, arranged, as in past years, by the wives of the staffs. 
When the gathering broke up at midnight the general impression 
was that an exceptionally pleasant evening had come to al 
end. 
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Adams, A. W.—The Role of Pyelo- 
graphy in Renal Disorders, 49. 
Adenoma, Renal.—(G. Hadfield, 211. 

Anesthetics.—S. V. Stock, 197. 


Angioma of the Cerebellum, Polycystic 


Pancreas and Renal Adenoma 
(Lindau’s Syndrome), The Association 
between.—G. Hadfield, 211. 

Aortic Wall, Histology of, in Acut 
Rheumatism.—J. J. Giraldi, 145. 

APPOINTMENTS- 

Claremont, L. E.—Director of East- 
man Clinic, London, 241. 

Cooke, R. V.—Junior Assistant to 
Surgical Unit of National School 
of Medicine, Cardiff, 242. 

Coombs, C. I’.—Lumleian Lecturer, 
1930, 242. 

Groves, KE. W. Hey.—Hunterian 
Orator, 1930, 100. 

Mackie, F. P.—Honorary Surgeon to 
the King, 99. 

Tratman, E. K.—Professor of Dental 
Surgery, University of Singapore, 
241. 

Arterial Changes, Senile, in a Child of 
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C. B. Perry, 219. 
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35. 
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Portal Pyemia following  Diver- 
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Abel, A.L.—(Csophageal! Obstruction, 

309, 
Aleohol and Human Life.—C. C. 
Weeks, 224. 

Alport, A. C.—N« phritis, 80. 
Artiticial Sunlight and its Therapeutic 
Uses.—F. H. Humphris, 307. 

Bennett, T. I1.—Nephritis, 164. 

Billington, W.—Movable Kidney, 308. 
Blondel, ©C.—The Troubled Con- 
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Bohler, Lorenz.—The Treatment of 
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Bourne, G., and Stone, K.—Principles 
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86. 

Cade, S., and Paterson, D.— 
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Cameron, H. C.—The Nervous Child, 
305. 
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tion, 164. 
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‘ope, V. Z.—Some Principles of 
Minor Surgery, 224. 
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H. W. Moxon, 8&5. 

Differential Diagnosis —H. French, 
S7. 

Difficult Labour.—G. E. Hermann, 
3804. 

Douthwaite, A. H.—Injection Treat- 
ment of Varicose Veins, 3rd Ed., 
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Ti 
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308. 

Fractures, The Treatment of.— Lorenz 
Bohler, 307. 
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Diagnosis, 87. 

Gastroscopy, Technique of.—W. 
Sternberg, 225. 

Gillespie, R. D.—Hypochondria, 306. 

Gordon, R. G.—Autolycus, 80, 

Gould, Sir A. Pearce.—Elements of 
Surgical Diagnosis, 7th Ed., 83. 

Halls-Dally, J. F.— Low Blood 
Pressure, 79. 

Hawthorne, C. O.—Medical Essays, 
Tis 

Hemorrhoids.—A. SS. Morley. 226. 

Hermann, G. E.—Difticult Labour, 
304. 

Human Tuberculosis of Bovine 
Origin, The Prevention of.—W. G. 
Savage, 303. 

Humphris, F. H.—Artificial Sunlight 
and its Therapeutic Uses, 307. 

Hygiene, Naval.—T. B. Shaw, 301. 

Hygiene and Public Health.—Parkes 
and Kenwood, 165. 

Hypochondria.—R. D. Gillespie, 306. 

Indigestion.—H. J. Paterson, 301. 

Infancy, Deformities in.—M. F. 
Forrester-Brown, 88. 

Infectious Diseases.—Ker, 223. 

Jeanneney, (.—Cancer, 306. 

Jones, D.W.C.—Elementary Medicine 
in Terms of Physiology, 81. 

Ker’s Infectious Diseases, 223. 

Landmarks and Surface Markings of 
the Human Body.—L. B. Rawling, 
299, 

Lord, J. R.—Contributions to 
Psychiatry, Neurology and 
Sociology, 223. 

MeCurrich, H. J.—The Treatment of 
the Sick Poor of this Country, 163. 

Manson.—Tropical Diseases, 165. 
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Jones, 81. 
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